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Abstract
Borderline Personality Disorder (BPD) is considered to be a complex and difficult disorder to 
treat effectively due to manifestations that affect many aspects of social and psychological 
functioning. Of most concern for services treating BPD is the frequency of suicidal and 
parasuicidal behaviour that requires inpatient hospitalisation. NICE guidelines (2009) 
currently recommend psychological therapies for BPD that are not brief (less than three 
months). Two of these are Dialectical Behaviour Therapy (DBT) which is rooted in the 
principles of Cognitive Behavioural Therapy and the psychodynamically orientated 
Mentalisation Based Therapy. Randomised Controlled Trials (RCT) examining clinical 
efficacy of each therapy reveals evidence that both treatments are potentially successful in 
reducing suicidal and parasuicidal behaviour compared to standard psychiatric treatment. 
RCTs of MBT and related follow-ups were conducted by the originator of MBT so require 
independent replications. Isolation of the individual components of MBT is also 
recommended in order to examine the influence of each component on improvements in 
functioning of BPD clients. Additional examination of clinical efficacy and cost effectiveness 
requires RCTs of both treatment modalities that utilise larger sample sizes and consistent 
measures so that cost effectiveness can be more accurately predicted. An RCT that directly 
compares MBT with DBT is recommended in order to make more meaningful conclusions 
about relative clinical and cost effectiveness.
Introduction
Borderline Personality Disorder (BPD) is a pervasive pattern of instability in interpersonal 
relationships and is characterised by symptoms such as impulsivity and recurrent suicidal 
behaviour (DSM-IV, 1994). In terms of treatment, the cognitive-behavioural variant 
Dialectical Behaviour Therapy (DBT) purports individuals with BPD to have difficulty in 
managing arousal levels in situations requiring interpersonal skills. Teaching of specific DBT 
skills enables individuals to manage these swings in emotion enabling an improvement in 
quality of life (Linehan, 1993). In contrast, the psychodynamic approach of Mentalisation 
Based Therapy (MBT) suggests BPD is caused by absent or poor child-caregiver relationships 
resulting in an impaired capacity to mentalise (Bateman & Fonagy, 2004). That is, individuals 
have difficulty in recognising their own and others mental states. Therapists working in this 
model use present situations and the interaction between themselves and the client to enhance 
the clients mentalising ability.
This literature review will firstly give a broad overview of BPD in terms of its development 
and clinical manifestations before describing two viable treatments; DBT and MBT. In the 
second part of the review each of the treatments will be considered in terms of their clinical 
effectiveness. Finally, clinical implications to this trainee’s work and reflections will be 
provided.
Declaration of Position
I chose this topic for my literature review primarily because my adult placement supervisor is 
expecting me to provide DBT to one client with BPD. It seemed appropriate to combine
learning the principles of DBT within the context of a literature review to help me understand 
its theoretical perspectives and evidence for its use more fully. My previous post prior to 
clinical training involved attending an introductory course in MBT at the Anna Freud Centre. 
In addition, my mentor has received advanced MBT training and facilitates both group and 
individual MBT sessions. Therefore, an interesting question appeared to be in comparing 
research findings for DBT and MBT.
Methodology
In order to select suitable articles for this literature review search terms included; Borderline 
Personality Disorder, Dialectical Behaviour Therapy, Mentalisation Based Therapy, 
Mentalization Based Therapy, randomised controlled trials, clinical effectiveness, clinical 
efficacy. These search terms were entered in to two search engines; Web o f  Knowledge and 
PsycINFO. Articles were selected based on whether full journal texts were available either 
free of charge or through the University of Surrey subscribing to the relevant journal.
What is Borderline Personality Disorder (BPD)?
The cardinal features of BPD are an enduring pattern of instability in personal relationships, 
lack of a well-defined and stable self-image, regular and unpredictable changes in moods and 
impulsive behaviour, which are considered to be pervasive and endure from childhood into 
adulthood (Davey, 2008). BPD is thought to be present in just under 1% of the population and 
appears to afflict women more readily than men (NICE, 2009). The causation of BPD is 
largely explained through the biopsychosocial model whereby biological and genetic factors, 
social influences (e.g. poor caregiver relationship) and psychological features (e.g.
temperament shaped byan invalidating environment) interact with one another (Conklin & 
Weston, 2005). Through this complex interaction, individuals with BPD have a significant 
fear of abandonment and rejection leading them to develop close relationships very quickly. 
However, as relationships progress their behaviour often becomes unpredictable and 
emotional as they interpret their needs as not being met by the other person. Rapid mood 
changes result as the individual is locked into a pattern of feeling upset by their perceived 
unmet needs while remaining fearful of being rejected by the other person and losing the 
relationship (Davey, 2008). In order for a diagnosis of BPD to be made the individual must be 
of adult age (18+) and meet five (or more) of the following DSM-IV criteria which must be 
present in a variety of contexts. These include; I) frantic efforts to avoid real or imagined 
abandonment; 2) pattern of unstable and intense interpersonal relationships; 3) identity 
disturbance; 4) impulsivity that is potentially self-damaging; 5) recurrent suicidal behaviour;
6) affective instability due to a marked reactivity of mood; 7) chronic feelings of emptiness; 8) 
inappropriate, intense anger or difficulty controlling anger; 9) transient, stress-related paranoid 
ideation or severe dissociative symptoms. In terms of treatment, NICE (2009) does not 
recommend brief psychological interventions (less than 3 months duration) and recommends 
DBT for women with BPD where the priority is to reduce recurrent self-harm.
What is Dialectical Behaviour Therapy (DBT)?
DBT was developed as a treatment for those individuals meeting the DSM-IV criteria for BPD 
who are highly suicidal. DBT posits BPD as a biological disorder of emotional regulation that 
manifests itself in those who have experienced an invalidating social environment (Koemer& 
Linehan, 2000). This biosocial theory firstly argues individuals with deficits in emotional
regulation to have a heightened sensitivity to emotion, increased emotional intensity and a 
slow return to emotional baselines. The second tenant of this theory proposes that an 
invalidating environment in addition to emotional dysregulation leads to BPD symptomology 
(Murphy & Gunderson, 1999). An invalidating environment is one in which a child’s 
experiences, responses and displays of emotional feelings are questioned or rejected by 
significant others. A child in this situation will frequently have their feelings denied, ridiculed 
or judged. As a result, the child progresses through childhood believing their emotional 
responses are incorrect (Linehan, 1993). While many individuals experience either emotional 
regulation problems or invalidating environments (leading to potentially equally troubling 
disorders) the combined effect creates a unique dilemma as those children are unable to meet 
their caregiver’s expectations and are unable to change or leave their environment. In turn, it 
is this ‘double bind’ that theoretically leads to interpersonal difficulties, unstable self-image, 
rapid mood cycling and impulsive dysfunctional behaviours (Murphy & Gunderson, 1999). 
Therefore, the aim of DBT is to change factors maintaining dysfunctional behaviours and at 
the same time reinforcing adaptive behaviours all within the context of a validating and 
accepting environment. The challenge in balancing efforts to change with acceptance and 
validation is held within a dialectical philosophy whereby this balance is maintained by 
synthesis of an initial thesis that is opposed by a contradictory antithesis (Lynch, Trost, 
Salsman & Linehan, 2007). For example a dialectical tension exists in self-injury behaviour 
whereby it is both functional (reduces distress in the short term) and dysfunctional (deleterious 
effects on health and is associated with risk of suicide). The role of DBT is to resolve the 
tension experienced by the client by elucidating what is unaccounted for in the thesis and 
antithesis (Holmes, Georgescu & Liles, 2005).
DBT consists of four modes of therapy aiming to serve five functions; 1) enhance capabilities; 
2) increase motivation; 3) enhance generalisation to the natural environment; 4) structure the 
environment; 5) enhance therapist capabilities and motivation to treat effectively (Lynch et al, 
2007). The first mode involves individual therapy in which therapy goals are managed within 
a hierarchical structure. In this way the therapist prioritises suicidal or parasuicidal 
behaviours (e.g. self-harm) and suicidal ideation followed by behaviours interfering with 
therapy and quality of life. The second mode of therapy involves group skills training in 
which clients are taught techniques of mindfulness, distress tolerance, emotion regulation and 
interpersonal effectiveness. The third mode consists of supporting clients through the use of 
telephone consultation in which clients are encouraged to apply skills and principles of DBT 
into real-life situations. The fourth and final mode of DBT is a consultation team which aims 
to provide support for therapists working with difficult clients. Overall these therapeutic 
modes are designed to help clients employ more effective behaviours leading to more 
balanced lives.
What is Mentalisation Based Therapy (MBT)?
The ability to mentalise is considered to be one of the by-products of experiencing a secure 
attachment with a primary care-giver enabling one to understand their own mental state and 
those of others. In this way individuals are theorised to envisage the mental undertakings of 
others enabling identification and interpretation of human behaviour in terms of intentional 
mental states (Eizirik & Fonagy, 1999). It is hypothesised that an individual with an insecure 
attachment to a primary caregiver results in abnormal development of mentalisation abilities. 
This occurs due to a lack of access to a mentalising caregiver who has the potential to educate
10
them to represent the states of their own and other people’s minds, which under secure 
conditions would occur through parental mirroring and attunement (Eizirik & Fonagy, 1999).
Within a mentalisation framework, Bateman and Fonagy (2004) argue the development of 
BPD is comprised of three components; 1) genetic vulnerability; 2) developmentally early 
dysfunctions of the attachment systems; 3) traumatic experiences within an attachment 
context. This combination results in difficulties around instinctively understanding the 
intentions, motivations and thoughts of others and is thought to underlie the problems 
individuals with BPD have with impulsivity, mood instability and intrapersonal problems. 
Specifically, it is thought that as a result of mentalising problems, those with BPD are 
essentially ‘stuck’ in three earlier psychological modes of functioning (Eizirik & Fonagy, 
1999). The first mode concerns how a ‘teleological stance’ is maintained in which the 
intentions and actions of others are understood only within the realms of the physical world. 
This is thought to explain self-harm behaviour in BPD individuals as they mistakenly believe 
that only actions in the physical world can influence the mental state in both themselves and 
others. In ‘pretend mode’ there is a lack of reality of internal experience leading to emptiness 
and meaninglessness. In the third type of functioning, individuals with BPD are in ‘psychic 
equivalence’, essentially believing their mind and reality are equivalent and any alternative 
reality or point of view held by others is refuted (Eizirik & Fonagy, 1999).
Through the psychodynamically informed multi-modal MBT program, clients with BPD are 
taught skills to improve mentalisation about themselves, others and relationships. This is
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achieved through individual and group psychotherapy in therapeutic communities, partial 
hospitalisation and/or outpatient environments.
Prelude to Evaluation of Clinical Effectiveness
Definitions and current understanding of BPD, DBT and MBT have now been described. The 
review will now move on to discussing and evaluating the clinical effectiveness of DBT and 
MBT. Many different methodologies have been employed in studying the clinical 
effectiveness of interventions for BPD, which this trainee acknowledges. However, to discuss 
them all is not possible due to academic guideline constraints. With this in mind I have 
focused on studies which have utilised Randomised Controlled Trials (RCT) as they are 
considered to be the most rigorous way of investigating cause-effect relationships between 
intervention and outcomes (Barker, Pistrang & Elliott, 2002). It was not possible to examine 
‘pure’ diagnoses of BPD and it is frequently co-morbid with Axis I mood and anxiety 
disorders. Many of the RCTs recruited BPD patients with anxiety and/or depression. These 
studies are therefore included in this review. To my knowledge there are no RCTs where 
BPD was co-morbid with more severe diagnosis such as schizophrenia or psychosis.
Clinical Effectiveness of MBT
In their original study, Bateman and Fonagy (1999) investigated the efficacy of MBT through 
partial hospitalisation. Partial hospitalization is considered to be an intermediate level of care 
for mental illness where support (e.g. individual work and groups) is provided weekdays for 
up to seven hours per day (Parker & Knoll, 1990). Thirty-eight patients with BPD were 
randomly assigned to either MBT (n=19) or treatment as usual (TAU) group (n=19) for 18
12
months. The TAU group served as the control. MBT treatment consisted of once weekly 
individual psychoanalytic psychotherapy, group psychotherapy three times a week together 
with weekly psychodrama and community meeting. Patients would meet with their care co­
ordinator and psychiatrist on a monthly basis to review medication. All therapy was provided 
by psychiatrically trained nurses working within a psychoanalytic model of BPD. TAU 
involved regular psychiatric reviews, inpatient admissions as appropriate and 
outpatient/community follow-up. According to Bateman and Fonagy (1999), patients in the 
control group did not receive any formal psychotherapy. Outcome measures were chosen in 
line with difficulties experienced by those with BPD. These included 1) mean number of self- 
harm and suicidal acts; 2) mean number of hospital admissions and lengths of stay; 3) patients 
subjective experience of symptoms; 4) depression and anxiety symptoms and 5) social 
adjustment and interpersonal function. Outcome measures were administrated or examined at 
three monthly intervals. At 18-months, mean data indicated patients in the MBT group to 
have significantly improved on every outcome measure compared to patients in the TAU 
group after adjusting for initial admission values. This study was the first demonstration of 
how MBT could improve the lives of those with BPD. Their findings are particularly 
powerful as Bateman and Fonagy (1999) randomly assigned patients to groups in an effort to 
reduce the potential for ‘selection bias as a threat to internal validity’ (Barker et al, 2002, p. 
153). Following randomisation an analysis of group similarity was conducted and there were 
no significant differences between demographic and clinical characteristics of patients. 
However, due to the small sample size (n=38) there remains an issue of non-equivalence. For 
example, seven of 19 in the MBT group compared to three of 19 in TAU were in college 
education. There is some research to suggest that increased intelligence (as indicated by
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college education) enables one to more accurately identify physical and mental states 
(Fazekas, Leitner & Pieringer, 2010) perhaps favouring the MBT group in terms of an 
increased number of patients understanding aims of therapy. The small sample size also limits 
generalizability to other BPD patients and settings due to low power. In addition, effect sizes 
were not provided for significant results limiting inferences about clinical significance. 
Bateman and Fonagy highlight a number of limitations including non-equivalency in terms of 
how the groups were treated (i.e. those in MBT group received substantially more therapeutic 
time) and that control group treatment lacked co-ordination and structure. Therefore, it is 
unknown if TAU patients would have reported similar improvements if their treatment had 
been equivalent. In addition to the evaluative points above there are other issues worthy of 
consideration. Bateman and Fonagy state that ‘average length of.. .attendance at the 
program’s psychotherapy sessions was 62%’ (p. 1565). Standard deviation data were not 
provided meaning it was not known how closely individual attendance figures deviated 
around the mean. From the point of view of outcome measures, it might have been interesting 
to examine if a correlation existed between attendance for each patient and corresponding 
improvements on the various individual outcome measures over 18-months. The presence of 
a positive correlation in each of the outcome measures might suggest that increased attendance 
in MBT leads to improvements in symptomatic and clinical manifestations of BPD. A second 
issue relates to the monitoring of psychiatric symptoms. Bateman and Fonagy used self-report 
assessments; therefore, changes in symptoms were based solely on self-evaluation. 
Interviewing therapists and families would be beneficial to corroborate those changes. Other 
factors will be considered after discussion of follow-up studies.
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Barker et al (2002) emphasize that a good RCT should include a follow-up after the 
completion of treatment in order to examine if positive changes are maintained over time. 
Bateman and Fonagy (2001) conducted an 18-month follow-up (3 years post admission) of 
BPD patients in terms of frequency in acts of self-harm, suicide attempts, use of services post 
completion of treatment and self-report measures used in the original study. Attrition 
remained low with no loss of patients in the MBT group and three in the control group. 
Patients in MBT group were offered a follow-up program consisting of group analytic therapy 
twice a week (180 hours over 18 months) while control patients continued to receive TAU. 
Findings were dramatic in that patients in the MBT group were significantly less likely to 
engage in self-harm, attempt suicide or use additional inpatient/outpatient services compared 
to patients receiving TAU. Scores on self-report measures decreased for both groups 
throughout the 18-month follow-up but were significantly improved in the MBT patients at 
the end of follow-up. From these findings, Bateman and Fonagy suggest that MBT quickens 
the process of recovery compared to standard psychiatric treatment. Limitations from the 
original study remain present in this follow-up.
Bateman and Fonagy (2008) completed a second follow-up five years (eight years post 
admission) after the first. The trends of improvement noted in the first follow-up continued 
over five years with remarkable differences at 60 months in regards to suicide attempts, 
percentage hospitalised and percentage visiting casualty. Unlike the first follow-up, 
percentage in employment/education was measured demonstrating MBT superiority in 
enabling BPD patients to return to work or back into education. Thus, MBT appears to be 
instrumental (in this sample at least) in empowering patients to take increased control of their
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lives, which is a critical dimension of recovery (Frese, Stanley, Kress & Vogel-Scibilia,
2001).
Bateman and Fonagy in their original RCT conducted in 1999 and respective follow-up 
studies in 2001 and 2008 established MBT via partial hospitalisation as a potentially effective 
intervention for those diagnosed with BPD. Strengths lie in the fact this was a randomised 
design with a specific intervention and appropriate control groups. The study benefited from a 
very low attrition rate and patients were followed up and three and eight years post admission. 
However, there are major limitations to the findings. Firstly sample size was very small, 
which has been previously discussed. Secondly, Bateman and Fonagy (2001,2008) admit that 
the MBT intervention consisted of a number of components. Therefore, it is unknown as to 
what influence the psychoanalytic part exerted on improvements in outcome measures.
Thirdly, the study was conducted by the same authors who developed MBT; therefore 
findings could be interpreted as an allegiance effect. This possibility has been identified by 
Bateman and Fonagy (2009) as they make clear ‘replication by independent groups is urgently 
required’ (p. 1363).
The final study to be discussed concerns an effort to increase the external validity of MBT as a 
treatment for BPD. This was carried out by delivering MBT in an outpatient setting as 
opposed to partial hospitalisation (inpatient). Using a larger sample than the original study 
(n=134), Bateman and Fonagy (2009) randomly assigned patients diagnosed with BPD to 
either MBT or to Structured Clinical Management (SCM). SCM involved individual and 
group sessions based on a counselling and problem solving model. Outcome measures were
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similar in nature to the original study and were administered/monitored every six months for 
18-months. Both treatment modalities were associated with substantially reductions in suicide 
attempts, self-harm behaviour, hospitalisation and improvements in psychiatric symptoms but 
MBT was significantly more effective overall. In theory, these findings should provide 
additional support for MBT, yet Bateman and Fonagy (2009) acknowledge they did not 
monitor the ‘mechanism of change’ (p. 1363) meaning it remains unclear as to exactly how 
mentalisation therapy acts.
Clinical Effectiveness of DBT
This review now considers studies that have contributed to the evidence base for DBT as a 
viable treatment for BPD. In the studies to be discussed, primary outcome measures were 
episodes of psychiatric hospitalisation, number of inpatient days and number of parasuicidal 
acts over the treatment period. Secondary outcome measures included those assessing levels 
of suicidal ideation, depression, anxiety and hopelessness.
The first RCT to examine the efficacy of DBT was conducted by Linehan and colleagues 
(1991). Forty four women with a diagnosis of severe BPD and a recent history of intentional 
self-injury were randomised into either a DBT intervention group or Treatment As Usual 
(TAU). DBT consisted of one hour individual therapy and two and a half hours of group 
skills tuition in an outpatient setting. Patients receiving TAU were offered referrals to 
alternative forms of therapy in the community. Following 12-months of treatment, patients 
receiving DBT were less likely (not significant) to have been psychiatrically hospitalised but 
spent significantly fewer days as an inpatient when they were hospitalised. Those patients in
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the DBT group were also significantly less likely to engage in self-injury behaviour. In terms 
of secondary outcomes, equivalent improvements were noted over 12-months regardless of 
treatment condition. From these results, DBT compared to TAU appears to be superior on 
primary measures of BPD but not on secondary outcomes. One can perhaps explain this result 
in light of inclusion criteria. Linehan and colleagues selected only those women with severe 
BPD who arguably have increased difficulties with interpersonal contact, emotional regulation 
and impulsive behaviour. Therefore, in terms of the DBT hierarchy therapists may have spent 
a significant proportion of the 12-months treatment working at the higher level of 
suicidal/parasuicidal behaviour and therapy interfering behaviour to the detriment of quality of 
life and general functioning. There were also other concerns in relation to the methodology 
and design. Firstly, the study utilised a small sample size reducing power and consisted 
entirely of women with severe BPD leading to limited generalizability of results to other BPD 
populations (Feigenbaum, 2007). Secondly, the study was conducted by the originator of 
DBT so results could also be explained in terms of allegiance effects. Finally, non­
equivalency of treatment was present. For example, those in the DBT group all received a 
structured, consistent and well-organised treatment protocol, which required no payment.
TAU patients on the other hand were expected to find their own therapeutic intervention and 
were required to pay all costs when they found a suitable therapy. Perhaps as a result, 27% of 
TAU patients received no therapy during the 12-months raising ethical concerns about using a 
control group where therapy was not guaranteed despite a clear requirement. Of the 73% who 
did receive therapy, Linehan and colleagues unfortunately did not report on the specifics of 
these interventions leading to difficulties in making comparisons.
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A replication of the original Linehan et al (1991) RCT took place ten years later by Koons and 
colleagues (2001) who were independent evaluators of DBT thus controlling for potential 
allegiance effects. Twenty women veterans with BPD were randomised to either DBT or 
TAU. Researchers of this study were interested in the efficacy of DBT when targeted at 
difficulties lower in the treatment hierarchy such as depression and anger. Thus inclusion 
criteria were altered to include less severely afflicted sufferers of BPD. For example, the 
study did not require the presence of self-reported intentional self-injury (40% did report self- 
harm). The standard DBT protocol was employed but reflecting the lower severity in clinical 
manifestations, treatment duration was reduced from 12-months to six-months and the weekly 
skills training from 180 to 90 minutes. TAU involved hourly individual psychotherapy once a 
week and referrals to psychosocial groups as appropriate. Compared to the Linehan et al 
(1991) study, DBT was shown to be superior to TAU in improving BPD patient’s feelings 
hopelessness and depression. In contrast, they did not find a statistically significant reduction 
in the number of hospitalisation days or incidents of self-injury over six-months. Lynch et al 
(2007) point out that while Koons and colleagues demonstrated how DBT can be successful in 
reducing cognitive and affective manifestations of BPD in only six-months, their study was 
limited in terms of generalizability by having a very small sample size and a number of 
exclusion variables (e.g. males were excluded). In addition, these findings were not followed- 
up so it is unknown if these improvements persisted over time.
In the third RCT investigating the efficacy of DBT in the treatment of BPD, Verheul and 
colleagues (2003) randomised 58 women to either DBT or TAU both of which took place in 
an outpatient setting in Amsterdam over 12-months. Therefore, an immediate strength of this
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study came in the form of further independent evaluation of DBT within a culture outside the 
United States. This was also the first large-scale RCT to be undertaken in a non-academic 
setting (Lynch et al, 2007) potentially increasing external validity through enhanced 
generalizability to clinical settings. Patients in the DBT group received the standard DBT as 
specified in the manual (Linehan, 1993) while TAU patients were managed solely by the 
clinician who initially referred them to DBT and received two meetings per month as a 
maximum. At completion of therapy, researchers found a significant improvement in the 
primary targets of DBT i.e. self-mutilating and self-damaging impulsive behaviours.
Secondary measures of BPD were not assessed so it is unknown if DBT was effective in 
improving depression, anxiety and global functioning ratings. From these results, Verheul and 
colleagues (2003) concluded that DBT appears to be effective in reducing behaviours that 
most severely afflict those with BPD. However, one can suggest that TAU in this study was 
not a valid control group as there were a number of non-specific effects that could account for 
the improvements noted. Treatment was far more intensive in the DBT group and DBT 
therapists were all volunteers with a higher level of education (Lynch et al, 2007). In addition, 
the TAU therapists were the same clinicians who initially referred them for DBT meaning that 
patients may have had reduced confidence about their therapist’s competency in treating their 
BPD. It would be interesting to see if matching treatment intensity and clinician 
characteristics resulted in the same significant results. As with the previous RCTs described, 
sample size was small and consisted entirely of women, thus issues of generalizability remain.
The final RCT to be discussed was conducted by Linehan and colleagues (2006) and is 
considered to be ‘the largest and most rigorously controlled RCT of DBT to date’ (Lynch et
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al, 2007, p. 193). This study investigated whether DBT is more effective than Community 
Treatment by Experts (CTBE) on both primary and secondary outcome measures. Randomly 
allocating 101 women with severe BPD (criteria of self-harm episode in previous eight weeks 
and at least two in the last five years) it was found that while improvements were noted in 
both groups, treatment via DBT exhibited an improved treatment response. Specifically, they 
were significantly less likely to attempt suicide, use crisis services or be admitted to hospital. 
Although there was no significant difference between groups on non-suicidal self-injury those 
who did perform self-harm acts were assessed as being of higher medical risk in the CTBE 
condition. With regards to secondary outcomes, patients in both groups improved 
significantly and similarly suggesting that DBT and CTBE are equally proficient in reducing 
subjective levels of hopelessness, depression and anxiety related to the BPD. Importantly, 
there were no measured outcomes favouring CTBE as an intervention.
A real strength of this study and therefore the findings relate to the degree of control provided 
by the methodology. Patients were matched on a number of relevant variables prior to 
randomisation and non-specific treatment effects were minimised through approximate 
matching of treatment intensity and clinician experience among others. One criticism made of 
their original study in 1991 was how these non-specific treatment effects may have explained 
the results generated (Feigenbaum, 2007) so by controlling them in this study and obtaining 
similar results lends itself to ruling this effect out.
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Implications for Clinical Practice
On my placement, I will be expected to begin DBT with one client in the New Year. The 
findings fi*om these RCTs of DBT have taught me that structured, long-term programs (at least 
12 months) are required. As a result, I will need to raise in supervision what the effects of 
ending a potential therapeutic relationship after nine months (when my placement ends) might 
be. The low attrition rates in DBT groups may be partially accounted for by how the 
manualized DBT protocol ‘contains’ BPD clients. Therefore it is imperative for me to have a 
solid understanding of the skills taught by DBT. Bateman and Fonagy (2008) point out that 
an inability to mentalise may underpin a majority of mental health difficulties. DBT skills in 
learning to be mindful and tolerate distress have also been shown to be effective in other 
mental health problems such as depression (Lynch et al, 2007). An awareness of 
mentalisation, methods for improving mentalisation and DBT skills may serve me well in 
other aspects of my placement.
Conclusion
The RCTs presented in this review appear to favour MBT and DBT over standard psychiatric 
treatment as evidenced in general by reduced suicidal/parasuicidal behaviour, reduced strain 
on other resources (e.g. inpatient units and hospital admissions) and improvements on 
cognitive and affective measures when assessed. In general, studies of MBT and DBT require 
larger samples and less stringent inclusion criteria (i.e. include men with BPD) in order for 
improved generalizability of findings. In particular, MBT requires replication by independent 
researchers in order to strengthen its claim as being a viable treatment for BPD. BPD is 
characterised by symptoms and behaviours that are slow to change requiring long-term
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treatments (Feigenbaum, 2007). The RCTs described in this review generally consisted of 12- 
months followed by termination of treatment. Therefore, studies are required which examine 
long-term efficacy post 12-months. According to Bateman and Fonagy (2008), training in 
MBT serves as an adjunct to clinicians existing training and is significantly cheaper in terms 
of time and cost compared to DBT. In a time of economic uncertainty in the NHS, policy 
makers may not only be taking clinical effectiveness into account but also cost effectiveness 
when deciding suitable treatments for BPD. It would be appear that an investigation using an 
RCT design and a large sample directly comparing MBT with DBT and an appropriate control 
group is the next logical step in assessing clinical effectiveness.
Reflection
When I selected this question for my literature review it also included examining cost 
effectiveness aspects of the DBT and MBT. However, as I progressed through the review it 
quickly became apparent that I was not going to be able to discuss both clinical and cost 
aspects due to feeling that in order for the RCT findings to make sense I first needed to 
describe what MBT and DBT were -  in itself a difficult challenge in terms of summarising 
two complex theoretical treatment modalities. This was finstrating, as in my mind, providing 
merely clinical efficacy findings tells only half the story, particularly in the context of policy 
makers who presumably take both into account when recommending suitable treatments. Not 
discussing non-RCT studies also limits this review but I feel I justified my reasoning. From 
being on placement with a DBT therapist, attending the DBT consultation team and being 
exposed to their therapeutic stance, I strongly expected DBT to be superior to MBT. I was 
surprised to find that DBT has yet to be compared directly to MBT. In a recent conversation.
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many of my DBT colleagues were unaware as to the theoretical underpinnings of MBT so I 
feel that by writing a review on this question will benefit me in terms of being in a position to 
provide a balanced view when I return to placement.
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Introduction
Following the recent and on-going global and national financial difficulties, services, both 
private and public are facing up to the reality of austerity measures. The National Health 
Service (NHS) has not escaped these measures with the proposal of The Health and Social 
Care Bill (2011), which aims to save twenty billion pounds by 2014-2015 through 
readjustment of processes leading to increased efficiency and cost effective services. Clinical 
psychology, like many other professions, are currently in the process of evaluating their 
position within the NHS through examination of what can be offered to justify worth and 
value while concurrently giving consideration to the future.
As a second year trainee clinical psychologist, it is a requirement of the qualification that I 
complete an essay around professional issues. Of the six questions given to us I was 
immediately drawn to this one and on reflection this was probably for a variety of reasons. 
After completing my first year adult placement, progressing with my major research project 
and conversations with various lecturers, I have become increasingly aware of the challenges 
faced by practising clinical psychologists. I am also near to being half-way through my 
training and find myself thinking about how my expectations of the course and clinical 
psychology match up with the current realities of the professions changing position within the 
NHS. Together with thinking about future employment and my value as a prospective clinical 
psychologist led to me deciding this question was an appropriate choice to address.
This essay will begin by attempting to define what ‘today’s NHS’ is before proceeding to a 
discussion of what research and other clinical psychologists say about their distinctive roles in
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‘today’s NHS’ together with my own understanding derived through my experiences of 
training. I will then give my thoughts, based on research and my experience as to where 
clinical psychology might and/or perhaps should be heading in the future. Due to word limit 
constraints and the broad nature of the question I have decided to select a few key areas that I 
will explore in some detail as opposed to addressing several areas superficially. These 
decisions have been made based on issues that have arisen in training.
What is ‘today’s NHS’?
Peter Kinderman, Chair of the Division of Clinical Psychology, remarked in his update in 
May 2011, that current changes and reforms within the NHS were ‘unsettling clinical 
psychologists.’ This is perhaps not surprising and I suspect not limited to just the profession 
of clinical psychology. A cursory glance at spending figures for NHS budgets reveals that 
since 1999, spending has tripled from forty billion to one hundred and twenty billion pounds 
(The NHS in England, 2011). In the current system, money is provided from the Department 
of Health to 152 Primary Care Trusts (PCTs), who under the watchful eye of Strategic Health 
Authorities (SHA’s), allocate monies to hospitals, community mental health teams, GP’s and 
other services. At present, the reality is that the Government is now in the unenviable position 
of debt reduction and has proposed a number of changes to the NHS, which hope with other 
spending cuts across other public services, will have an impact on reducing the national debt. 
The Government’s answer to reducing the NHS’s budget has been carefully articulated using 
the language of ‘restructure’ to ensure that services become more cost effective and efficient. 
In reality, the NHS will have twenty billion less to spend by 2014. This reform. The Health 
and Social Care Bill (2011), proposes that SHA’s and PCT’s are to be disbanded and replaced
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by a National Health Commissioning Board who will oversee 250 or more GP consortiums 
responsible for allocating money to services within their catchment area. Essentially, the crux 
of the issue is that patient choice will be espoused enabling them to choose their own 
treatment from a variety of competing providers including hospitals, private providers of 
health and GP’s. Debates and concerns around this reform include 1) the expectation of GP’s 
to undertake responsibilities of commissioning and accounting, which for the majority are 
unfamiliar roles and 2) the consequences on the provision of healthcare in a culture of 
competition. My thoughts, which have been inevitably influenced by training, conversations 
with colleagues and exposure to media sources revolve around the issue of privatisation. In 
my opinion, competition in a market place where profit is the main driving force leads to care 
being provided at the lowest cost in order to appear attractive to GP consortiums who are 
watching the bottom line. In this model, it is shareholders of those private healthcare 
providers that benefit while patients are at risk of being offered sub-standard care. In 
summary, ‘today’s NHS’ is in an uncertain place where reforms are debated; restructuring 
continues leading to competition for jobs and redundancies; and services continue to ask 
themselves the questions of whether they can compete with private companies if reforms are 
passed.
So where does clinical psychology fit within these changes? To answer this question, it is 
necessary to first consider clinical psychology as a profession and its roles within the NHS, 
both shared and unique.
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The profession of clinical psychology
As the profession of clinical psychology has continued to develop over the past century, 
theories and therapies have risen to prominence such as behavioural therapy (see Lindsley, 
Skinner & Solomon, 1953) only to be overshadowed and integrated in to new and creative 
models such as cognitive behavioural therapy (see Butler, Chapman, Forman & Beck, 2006). 
From the outset one model has remained constant, acting as the foundation for clinical 
psychologies unique selling point; the model of scientist-practitioner (Witmer, 1907) in which 
research informs practice and practice informs research. It has been argued that in order for 
clinical psychologists to have adherence to this model they should be ‘consumers o f research 
findings, evaluators of their own interventions and programmes and producers of new research 
who report these findings to the professional and scientific communities’ (Page & Stritzke, 
2006, pp. 2). It is this unique feature that Garfield (1991) argues separates the profession from 
models of social work and counselling and losing the approach would leave us vulnerable to 
being superseded by new or existing professions. In my opinion, it is in the scientist- 
practitioner paradigm upon which clinical psychology can demonstrate its worth to the NHS 
and provide a platform for how the profession refocuses its efforts in the future. Before, I 
discuss further, some background to the current working climate is required.
Due to the current economic climate the Department of Health, which has direct control for 
the NHS and therefore psychological services, has been in the process of altering the ways in 
which therapies are delivered in order to improve access (Department of Health, 2007). As 
part of these alterations new initiatives have been created to reflect the need for what the 
Agenda for Change document (Department of Health, 2004) terms ‘best value.’ These include
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terms such as ‘stepped care’, ‘commissioner led services’ and ‘payment by results’. One such 
initiative is the creation of Improving Access to Psychological Services (lAPT), in which a 
range of therapists provide specific manualised therapy for specific mental health difficulties 
to adults in primary care settings (LAPT with children is anticipated to begin within the next 
two years) as determined by treatment efficacy and effectiveness guidelines set out by the 
National Institute of Clinical Excellence (NICE) (Department of Health, 2011). In the main, 
therapists are qualified to a non-doctoral level having received specialist training in one 
particular model. As Lake (2008) points out, this leaves commissioners and managers of 
services asking the question, why should I employ an expensive clinical psychologist when I 
can hire a cheaper and more experienced therapist, albeit in only one model? It appears the 
current reality is that clinical psychologists can no longer expect to be automatically employed 
as therapists in primary and perhaps even secondary mental health care settings.
On the day of my selection interview for clinical psychology training we were informed by the 
programme director that the course philosophy is one of training and nurturing trainees into 
becoming applied psychologists rather than therapists and if this was our aim then we should 
look elsewhere. At the time I paid little attention as my sole aim was to be selected. Perhaps 
naively, my main concern for the first few months was what sort of therapist I might be. 
However, over the past few months of my second year and as reforms continue to alter the 
landscape of psychological services, a number of guest clinical psychology lecturers have 
continued to labour the point that solely marketing ourselves as expert therapists will, in all 
likelihood, lead to employment failure. Ignorantly, it is only as I’m writing this have I come 
to realise for myself, what the course team and the British Psychological Society have been
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trying to communicate to prospective and new trainees; ‘.. .clinical psychologists are more 
than psychological therapists.. .this (delivering therapy) is not a skill unique to clinical 
psychologists, nor should it b e ...’ (Harvey, 2001, pp. 4).
So, can clinical psychologists do anything other than therapy!?
The answer is yes, although it is not always clear if  managers, commissioners, policy makers, 
the Government and even some clinical psychologists are aware of other skills that can enable 
us to make distinctive contributions (Kinderman, 2011). As I think over my pre-training and 
training experiences so far and the work I have conducted with my allied health professional 
colleagues, I have come to realise not just my worth and value to services, but also what the 
wider profession is capable of providing. For example, through on-going training and 
experience, I can access a broad knowledge base that enables me to create sophisticated 
formulations that draw on a range of models. From these formulations I can devise creative 
and personalised interventions with the skills to accurately evaluate their success and respond 
with changes if necessary. In addition, the profession can provide a number of services that 
rely on these assessment-formulation-evaluation skills embedded within the scientist- 
practitioner framework. In the remainder of this essay I will consider each of these 
contributions in terms of how they are currently employed by clinical psychologists together 
with a consideration of how the profession might focus its efforts in the future.
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Clinical psychology contributing through consultation and leadership
It has been suggested that clinical psychologists do have a role, particularly in primary care 
settings where the main emphasis is not as a therapist. These opportunities, which are 
considered vital to the successful delivery of services like lAPT and others include clinical 
psychologists being; 1) employed as senior psychological practitioners who can support other 
psychological practitioners (e.g. low and high intensity therapists) and 2) tasked to assist 
organisations in looking beyond individuals with mental health difficulties to effective 
interventions that promote well-being within teams and the communities they work in (Lake, 
2008).
Clinical psychologists are well placed to provide supervision and leadership in primary care 
settings given our ability to draw on a wide knowledge base and help practitioners make sense 
of assessment information through integrative formulations using psychodynamic, systemic 
and cognitive-behavioural models among others. While practitioners in primary care are 
generally trained in only one model, supervision to devise formulations that incorporate the 
biological, psychological and social can only benefit the therapeutic work as the therapist 
becomes mindful of alternative hypotheses outside their singular model’s explanation for a 
client’s difficulties. Given our strong teaching background, we are also in the position of 
being able to advise on appropriate methods for evaluating treatment success outside of the 
traditional lAPT measures.
A second distinctive contribution we can make to services is in the area of consultation to both 
individual colleagues in a service and to teams. We are well placed to offer this due to our
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inherent attitude towards hypothesis generation. In his recent article published in 2008, Nick 
Lake argues that consultation is a necessary component of a clinical psychologist’s work, but 
one that is often avoided particularly by trainees and those newly qualified because of a belief 
that consultation requires one to take the ‘expert’ role. Instead, consultation should be viewed 
as the clinical psychologist creating a space for teams and individuals to think and review 
therapeutic work in an ‘open, enquiring, reflexive and psychologically informed way’ (pp. 15) 
where the aim is not one of problem solving, but problem definition. In this model of 
consultation, reminiscent of the humanistic approach, the clinical psychologist rejects the role 
of ‘powerful expert’ preferring to adopt a position that empowers team members to assume a 
curious stance, play around with ideas and evaluate previous or current interventions. 
Although not formally evaluated. Lake (2008) argues that this model has been found in his 
team to 1) provide the psychologist with confidence and development of formulation skills; 2) 
raises psychologically mindedness in team members; 3) improves team working relationships 
and 4) promotes multi-disciplinary working. I would be curious to observe this model of 
consultation as I can imagine that there is some difficulty in resisting the urge to take on an 
expert role (providing I had knowledge of the answer to a question!). I also wonder if there 
exists an implicit understanding between the consultant and consultee(s) that the consultant is 
in possession of the answers as they are ones with a broad knowledge base. As a consultant 
there might also be a desire to correct consultee(s) when hypotheses made within the 
consultation space do not fit with research findings, rather than exploring rationale(s) for such 
hypotheses. Perhaps these assumptions are based on my previous experiences of consultation 
in which the consultant has acted in the powerful teacher role rather than as a figure who 
welcomes the contributions of others. For example, prior to beginning training I worked as
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mental health support worker in a local Child and Adolescent Mental Health Service. Once a 
week the multi-disciplinary team would meet to discuss a client (client to be discussed was 
decided before the consultation meeting and was decided based on a multitude of factors) and 
it was understood that psychology and psychiatry would each take it in turns to act as the 
consultant. Regardless of who led the consultation the outcome was the same in that the 
consultant assumed the ‘power’ and proceeded to give their formulation while fielding 
questions from the team about the validity of their formulation. Those consultants who 
performed well were subsequently viewed as ‘being knowledgeable’ which was no doubt 
encouraging for them, but I wonder now how empowered the team felt. My feeling is that the 
role of the consultant in Lake’s (2008) model is preferable to what I have experienced thus far 
and one I hope to use in the future.
Future focus
Given the benefits that ‘non-expert’ consultation can have, I believe this to be an area the 
profession should focus its efforts on in the future. This might include a greater emphasis on 
consultation work during training and senior clinical psychologists being encouraged to use it 
further thus modelling its use to newly qualified psychologists.
Clinical psychology contributing through involvement in ‘complex cases’
I have discussed previously the move away from clinical psychologists being employed in 
lAPT settings due to the increase in numbers and diversity of other psychological 
practitioners. However, clinical psychologists are utilised to great effect when interventions
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used in lAPT are unsuccessful in reducing psychological distress or when clients are 
unsuitable for primary care due to a perceived complexity of their difficulties. Clinical 
psychologists can also contribute and have input in to clients ‘.. .where all else has failed. . . ’ as 
Kuiper (2001, pp. 136). It is clear that we may not have unique skills for treating clients, but 
our training and expertise in integrative formulation, evaluation and interest in developing 
new approaches is seen as an advantage (Kuiper, 2001). During my adult placement in year 
one I became aware through my supervisor that GP’s were having a particular difficulty in 
knowing how to proceed and manage the care of clients with a suspected personality disorder. 
In this situation, GP’s benefited from referring to a named clinical psychologist within a 
personality disorder service who would then take over responsibility. This example highlights 
to me the importance of clinical psychology developing effective working relationships with 
local GP’s, particularly if  they become commissioners of services in the future.
Clinical psychology contributing to the development of I APT
I can imagine that the introduction of LAPT makes a great deal of sense for policy makers and 
leaders in the development of managed care services. Short-term, clear-cut and progressive 
therapies enable both the client and the therapist to understand their role and what is expected. 
They are also appealing in terms of achieving the goal of increasing psychological access in a 
cost effective manner (short-term therapies, reduced staff costs etc). While this sounds ideal 
the research increasingly shows that short-term therapies, at their best, tantamount to a ‘sticky 
plaster’ (see Westen & Morrison, 2001). There are two main problems according to Elkins 
(2009). The first is that ‘emotional suffering and therapeutic healing cannot be forced into a 
short-term, linear format, (pp. 23). Secondly, short-term, manualised therapies require the
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clinician to formulate the client’s problem(s) very quickly, often in one or two sessions. 
However, in practice this is a difficult task particularly as the client themselves may not be 
aware of what the problem is. Treatment plans based on incomplete or rushed assessments 
and the subsequent formulation (because of the demands to complete therapy within a set time 
period) will be unsophisticated as plans will frequently ‘fail to take into account the complex 
nature of human personality, emotional suffering and therapeutic healing.’ (pp. 24).
During my first year adult placement I had the opportunity to provide psychological work to 
four primary care (lAPT) clients in addition to my secondary care caseload of clients. There 
were a number of interesting learning’s from this experience, which I was able to discuss 
extensively in supervision. In terms of severity of mental health difficulties, there appeared to 
be very little difference between my primary and secondary care clients (although I am aware 
my sample of clients was very small and perhaps not representative). While I was unable to 
discern any major differences, I was able to reflect how markedly different the therapeutic 
process was. I came to realise, fairly early on, that the stages of assessment, formulation, 
treatment and evaluation do not occur in a linear, staged fashion, but rather in a circulatory 
process. For example, through the process of providing an intervention, information from the 
client may be gleaned that alters the formulation leading to alterations in the treatment plan. 
While this process occurred naturally and freely with my secondary care clients, the pressure 
to formulate, treat the ‘problem’ within a set number of therapeutic sessions and evaluate 
progress with a multitude of outcome measures (that sometimes took a third to half the session 
to complete) felt forced and uncomfortable. I realise this may appear very simplistic and 
others may have had different experiences, but I have been trained to work in a flexible.
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creative and integrative therapeutic approach, in contrast to lAPT therapists who are trained to 
provide single model formulations and follow manualized therapies as Lake (2008) makes 
clear. Unfortunately, the reality is that the current evidence base is heavily weighted towards 
Randomised Control Trials (RCT’s) of manualized therapies using participants who are 
considered to have pure forms of mental health difficulties such as depression (Lake, 2008). 
To compound the problem further, the National Institute for Clinical Excellence (NICE) takes 
great precedence in the results of RCT’s as a basis for recommending specific treatments for 
specific problems. Research using novel, creative and personalised formulations within 
integrative frameworks is often overlooked and appears to have little influence on NICE 
guidelines (Elkins, 2009)
So, what can be done? Peter Kinderman, Chair of the DC? hints in his 2011 update that lAPT 
is here to stay and proposes that ‘we should avoid negativity and defensiveness’ while 
extoling the virtues of applying a ‘positive vision for psychologically-informed health and 
social care in which clinical psychology obviously plays a leading role.’ I think the profession 
can offer input in a number of ways. Firstly, through effective leadership and supervision that 
empowers psychological practitioners to be mindful and reflexive of their client’s difficulties 
within an integrative framework even though formulations will be created using single models 
of psychological understanding. Secondly, by continuing to engage in research (issues of 
which to be discussed in the next section) with the purpose of devising short-term therapies 
that are clinical efficacious and outcome measures that effectively evaluate therapeutic change 
so that the current multitude of outcome measures can be discarded. Thirdly, by being 
actively involved in service development and to wherever possible, concisely disseminate
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research findings so that we have an optimal chance of being heard by policy makers and the 
like when it comes to thinking about how services can best operate in reducing psychological 
distress and promoting well-being.
Clinical psychology contributing through research
At the beginning of this essay I made reference to the scientist-practitioner model as an 
underlying and prominent feature of the profession. Through this approach it is expected that 
clinical psychologists are ’'consumers of research findings, evaluators of their own 
interventions and programmes and producers of new research who report these findings to the 
professional and scientific communities’ (Page & Stritzke, 2006, pp. 2). While there is some 
research suggesting that clinical psychologists are keen and proficient consumers and 
evaluator' (see Kennedy & Llewellyn, 2001) there is concern that the producers component is 
neglected for a number of reasons. Firstly, it has been argued that demands of the work 
situation and clinical practice makes it very difficult for clinical psychologists to engage in 
producing research that adds clinical findings to the knowledge base (Kennedy & Llewellyn, 
2001). Given the current economic climate of initiatives such as payment by results it is 
highly unlikely that this situation will change in the near future. On my two placements and 
experiences prior to starting training I was able to observe the high demands placed on clinical 
psychologists to provide therapeutic interventions, individual and team consultation, 
supervision, leadership and training. Fulfilling these important requirements did not leave 
sufficient time for them to engage in research activities. Secondly, it has been suggested that 
for the majority trainee clinical psychologists, the prospect of engaging in research after 
qualification is not a priority perhaps making it increasingly hard for clinical psychologists to
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maintain the credibility of being referred to as a scientist-practitioner as ‘trainees may don the 
discourse cynically or partially or they may shed it after training’ (Pilgram, 1997, pp. 5). My 
opinion is that all prospective trainees, including myself, enter the profession with the aim of 
wishing to reduce psychological distress (although it is frequently framed using the clichéd 
phrase of ‘wanting to help people.’). My experiences of training and conversations within my 
cohort suggest that this aim is best served through direct work with clients rather than through 
engagement in what is perceived as laborious research practice. However, given our extensive 
research training we are well placed to contribute and evaluate the scientific knowledge base 
guiding psychological practice, which indirectly ‘helps people.’ This is a particularly 
important when we bear in mind that NICE recommendations for best practice are made based 
on research findings. On a positive note it does appear that adherence to the scientist- 
practitioner model occurs primarily through an attitude of applying research findings to 
clinical practice rather than through actively engaging in research (Kuiper, 2001) suggesting 
the majority are good applied psychologists, but are perhaps not scientist-practitioners. In the 
future, the profession needs to think carefully about how clinical psychologists can be 
encouraged and supported to engage in research. Reasons such as demands in clinical practice 
may ease over the next few years as the number of non-doctoral psychological therapists 
increase providing additional time for research activities.
Future focus
As discussed previously, I consider it vital that the profession work towards to engaging 
qualified clinical psychologists around the issue of knowledge generation. It has been 
proposed that clinical psychology and its future will be dictated by the cost-effectiveness as
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well as the clinical efficacy of new and existing therapies (Baker, McFall & Shoham, 2009). 
This is hardly surprising given the current financial situation. Therefore, it is imperative that 
clinical psychologists remain mindful of working in accord with the principles of the scientist- 
practitioner model rather than as simply psychologists who apply scientific knowledge to their 
practice.
Research for a long time, has been attempting to answer the question of what are the factors 
that enables reported subjective and objective psychological distress to reduce through 
therapeutic intervention. Of particular interest for the past 25 years has been the impact of 
techniques (e.g. cognitive-behavioural) on therapeutic improvements for which their use in 
lAPT is a good example. Elkins (2009) however, points out that ‘recent analyses and meta­
analyses of thousands of research studies conducted over several decades have made it clear 
that contextual factors-not techniques-are the primary determinants of therapeutic outcome.’
In my opinion, this leaves the profession with a dilemma. Do we continue to research 
techniques in the hope that new ways of administering them can lead to predictable and 
reliable improvements? Or should our efforts be more focused on examining contextual 
factors (e.g. the therapeutic relationship, client expectations etc)? This is a difficult question 
to answer because the use of techniques is clearly favoured by NICE and the Department of 
Health. If clinical psychology were to jump off the metaphorical bandwagon to focus on other 
factors not considered important by policy makers may only have the effect of marginalising 
the profession. However, if we are to stand by our scientist-practitioner principles and short­
term, manualised techniques are, in fact, not clinically reliable then as a profession we must
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think about how this is communicated to those in power over mental health service 
development.
In terms of research priorities of contextual factors, Akron (2008) has suggested that future 
research should begin to take into account client characteristics and culture as determinants of 
therapeutic improvement. These might include personality traits, ethnicity and other 
individual differences as moderators of treatment efficacy. In an earlier part of this essay I 
raised the issue of relying on findings from RCT’s because of the sample groups that are 
recruited (i.e. who have so called ‘pure’ forms of a specific difficulty. Akron (2008) proposes 
that further research is required so that clinical psychologists are in the position to provide 
advice as to which treatments are most appropriate for client groups that are different from the 
original research samples used to provide evidence for the success of a particular technique.
The Future
This essay has so far provided a description of how ‘today’s NHS’ might be viewed together 
with the challenges faced by the profession of clinical psychology in the rapidly changing 
environment of mental health services. Given our training, I have suggested a number of 
ways in which clinical psychologists are well placed to make contributions to improving 
psychological distress such as 1) providing consultation and leadership, 2) involvement in 
‘complex cases’, 3) input into the future development of LAPT and 4) through research that 
adds knowledge to the psychological evidence-base together with some ideas for how the 
profession might focus its efforts in the future. For the remainder of this essay I will consider 
several other ways in which clinical psychology could perhaps contribute in the future.
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Improving well-being
One suggestion for a future direction is to concentrate more on issues of improving an 
individual client’s well-being rather than advocating a sole focus on mental health 
(Kinderman, 2011). In my experience this is an area that multi-disciplinary teams do really 
well due to the variety of roles that contribute to holistically framed treatment. One promising 
approach to improving well-being is the use of positive psychology interventions (see Ryan & 
Deci, 2001), which in one recent meta-analysis of 51 studies found that interventions 
significantly enhanced well-being and decreased depressive symptomology (Sin & 
Lyubomirsky, 2009). It has also been proposed that clinical psychology should begin to think 
more about how psychological knowledge can be applied to help communities solve a variety 
of social problems and improve well-being (Kinderman, 2011). This approach appears to 
represent clinical psychology working at a more preventative level as opposed to the often 
reactive stance present in many of the services I have worked in. One of the challenges to be 
faced by the profession in providing community level work will be to clarify the roles of a 
clinical psychologist in order to minimise public confusion about the wide range of 
professions who also have involvement in the community (Akron, 2008).
Advocates o f  the biopsychosocial model
It is well known within the profession that the American Psychiatric Association (2011) is 
currently in the process of devising version five of the Diagnostic and Statistics Manual 
(DSM-V). There have been some serious concerns in relation to what is being proposed 
including issues around increased reliance on mental health difficulties being understood from 
a medical model perspective, the lack of evidence to support new diagnostic categories and
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the increased pathologisation of normal experiences such as grief (British Psychological 
Society, 2011). It is of continued important that clinical psychologists continue to oppose 
recommendations that fail to take into account factors other than the biological, which will in 
all likelihood lead to further problems in over-diagnosis and over-medication, particularly in 
children and adolescents.
Conclusion
The proposed Health and Social Care Bill (2011) is a strong reflection of the landscape in 
which ‘today’s NHS’ is situated. The landscape in question is in a constant state of 
adjustment as financial cuts begin to make their impact in the form of restructuring, 
redundancies and changes to how services provide their care. One of the key initiatives within 
the mental health services was the introduction of lAPT, which aims to increase access to 
psychological therapies through a large investment in psychological therapists, trained to an 
expert level in one form of short-term, manualised therapy. As a result of this influx of expert 
and cheaper psychological practitioners, clinical psychologists have been left asking ‘what can 
I offer?’ The answers, as discussed in this essay, are there are many areas in which we have 
the skill and expertise to make a contribution. Underpinning each of these contributions is the 
scientist-practitioner approach, which the profession adopted over sixty years ago, which has 
been referred to frequently throughout my training so far. However, research suggests that 
while post-qualification clinical psychologists continue to adhere well to the practitioner and 
applied components, but only a minority are involved in research and clinical practice. One of 
the challenges for the future is how the profession can work to encourage and support clinical 
psychologists to engage more heavily in research based activities in the current climate of
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‘payment by results.’ As the American Psychiatric Association continues to press ahead with 
its increasingly medicalized DSM-V, clinical psychologists, highly trained in the art of 
integrative formulating must continue to defend its role and position in a time of uncertainty in 
‘today’s NHS.’
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This reflective account is based on my experiences within a Personal and Professional (PPD) 
group and the process of addressing a Problem Based Learning (PEL) task. This account 
includes my reflections of the task, how my capacity for reflection has developed over the past 
four months on clinical practice and how lessons learned during the process have been applied 
to my clinical work.
Our First Meeting
I remember vividly the day when I first met the members of my PPD Group. It was on the 
morning of our second day of the induction block. I knew beforehand that my PDD 
colleagues were all female, as would be the facilitator, but it wasn't until I sat facing them that 
I suddenly felt different, separate and in a way isolated. We were all in the equally uncertain 
position of not knowing what we would be doing and what was expected, but I felt they were 
already bonded through gender. In hindsight, four months later, I imagine they all felt anxious 
and uncertain perhaps not even paying attention to the stark gender bias. In my previous roles 
before training the issue of speaking in groups was not a problem for me, here it was. 
Reflecting on this enabled me to realise that I had unduly high expectations of being a trainee, 
I was expected to contribute but I wasn't always going to get it right.
Our facilitator introduced herself and we spent some time formally introducing ourselves. In 
that moment I was aware that I was evaluating my colleagues and judging their previous 
experiences against my own. This only led to feeling inadequate as all the members of my 
group were assistant psychologists before training whereas I hadn't been. During the 
introduction process I perceived our facilitator to be less interested in what I had to say
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compared to the others, was this because I was the only male? Examining the evidence now 
has revealed this might have been the case, but it may also have been due to my perception 
activating beliefs around inadequacy. There are four males on training including myself and I 
question the rationale behind splitting us in to separate groups. Is this because, as one lecturer 
suggested 'to share the love', presumably meaning distribution of the male view across 
groups? If this is the case, would it not be more beneficial to keep the males together to 
strengthen and critically evaluate our shared ‘male’ views as opposed to diluting it across the 
predominantly female cohort?
Developing and Presenting the ‘Problem’
After introductions our facilitator introduced the somewhat ambiguous and abstract question 
of ‘relationship to change’. This question did not seem to be a problem per se, but rather a 
discussion topic. However, the anxiety we were all feeling noticeably diminished as we now 
had a purpose in coming to a shared understanding of ‘the problem’. We enthusiastically 
pooled ideas, concepts and models of change ranging from our own individual change from 
being prospective trainees to actual trainees, to change that occurs at service level.
Prior to addressing the task our facilitator suggested that our discussions would benefit from 
having a chairperson and a scribe. The scribe would record both our ideas and the process of 
managing the ‘problem’ and a chairperson to ensure that we remained on task. It was clear in 
the first session that no-one wanted to be chair (perhaps due to the uncertain nature of this 
role) and I suddenly felt expected to take on this role (because I was the male?!). Upon
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reflection, I believe that having a chair and a scribe, in our group, increased the formality of 
the process raising anxiety levels leading to less open discussions.
Over the weeks that followed we defined the problem as the effect of imposed change at 
service level. This was to be presented by examining the effects of a negative and positive 
management style in a team where change was being imposed. It is interesting how we settled 
on this idea rather than focusing on therapeutic change in clients or our own changes as 
trainees as other groups had. Our rationale for choosing this area was firstly, due to current 
reorganisations and financial cuts taking place within the NHS and secondly because a 
number of the group members had observed the effects of these imposed changes in their 
teams prior to starting training. While this focus was undoubtedly relevant to us as trainee 
psychologists perhaps we avoided examining changes within ourselves or in clients because of 
our own anxieties, uncertainty or inexperience with these predicating these changes. The 
overarching desire to ‘do a good job’ seemed to be best served by addressing an area we ALL 
knew about.
Our presentation was very different from other groups as we used a mixture of role play, video 
and PowerPoint compared to other groups who utilised a more formal presentation style. As a 
group this concerned us, did we miss the point? Our concern was misplaced as the 
presentation was well received and our feedback positive. For me the most important 
comment was in the form of a question from a perceptive member of staff, ‘why was a man 
chosen to be the manager?’ At the time of deciding which roles we would all play the 
consensus was that I should play the manager. On reflection this may have been for two 
reasons. Firstly, it may have been the group succumbing to the stereotype of managers being
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men or secondly, which is my opinion, it was because the manager’s script was the longest 
and I was perceived as the most confident. I would like to think that a confident female within 
the group would have been equally content to role play the manager.
Re-evaluating the Task -  Changes in Clinical Practice
Reflecting on the task four months later and with the benefit o f clinical practice, supervision 
and discussions with my team in a Community Mental Health Team (CMHT), I have been 
able to have allowed me to consider how the task facilitated changes in me, my clinical 
practice and the clients I work with.
Prior to beginning training I worked as a key worker within a school and mental health setting 
providing support to adolescents with emotional and behavioural difficulties. Much of this 
work was directed by intuition, experience of ‘what worked before’ and trial and error. As a 
result of completing the problem based task and discussions in supervision I am now more 
aware of the importance of the scientist practitioner model. Our initial group discussions of 
the task involved much speculation, intuition and our perceptions of what we thought might 
make effective and ineffective agents (managers) of change. Exploring these hypothesises 
though consultation of the literature provided the evidence we needed to construct our 
presentation. In this way the task initiated the beginning of my transition from an experience 
based practitioner to a scientist practitioner who appreciates the role of experience. My 
clinical work is now underpinned through the ‘use of validated methods of assessment or 
treatment where these exist’ (Shapiro, 2002, p. 232).
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Reflecting on the structure and process of our PPD group has allowed me to understand the 
importance of boundaries and agenda setting in my clinical work. Our group made effective 
use of collaborative agenda setting at the beginning of each session so that major topics were 
addressed within the time allocated. Doing this had the effect of ensuring everyone was able 
to contribute and confidence that we were remaining on task. Four months later, I can 
appreciate the value of agenda setting in my clinical practice in terms of strengthening the 
therapeutic relationship. Wright and Davis (1994) warn how the therapeutic relationship can 
be damaged if the therapist and client have different expectations -  consensual agenda and 
goal setting minimises this threat.
Thinking back to how uncomfortable I felt as the only male in my PPD group and how they 
perceived me, has enabled me to develop my awareness of diversity issues in my clinical 
practice. I am currently working with a male client, which superficially is the only thing we 
have in common. He is in his fifties, I am in my early thirties, educationally he failed to finish 
school, I am studying for a doctorate, he has children and I do not. Was he concerned about 
this and as a result did he question my ability to support him? Like my colleagues who helped 
me to feel accepted through being empathie, genuinely interested in me and active listeners, I 
would like to believe that my relationship with him developed because I have been interested 
and curious about his story without judgement. Therefore, the task was instrumental in 
developing my awareness of how differences between me and my clients can influence 
development of the therapeutic relationship and how important genuineness and active 
listening skills really are.
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The problem learning task revealed to me that I am visual and kinaesthetic learner, an insight 
that I have tested over the last four months of placement. For example, I have been part of a 
family therapy team and very early on, despite a high degree of anxiety, I volunteered to be 
part of the reflecting team. Reflecting on this experience afterwards, on my own and in 
supervision allowed me to recognise two things. Firstly, I must have confidence and 
secondly, ‘having a go’ tests my long-held assumption that ‘I can only be successful if I know 
what Fm doing.’ By doing these behavioural experiments on myself has begun to change the 
self-limiting assumptions I hold. Becoming more aware of my learning style in this task has 
enabled me to think about how I present formulations to clients. For example, the client I 
described earlier has a visual learning style (I became aware of this by asking him) so I 
presented the formulation to him diagrammatically. Presenting the formulation to him 
verbally would have limited his understanding and may have prevented us from working 
collaboratively.
When we were first presented with the PBL question the temptation was to begin addressing 
solutions before accurately defining the ‘problem’. Through spending a great deal of time 
discussing and formulating the problem enabled us to construct a meaningful and well 
received presentation. Reflecting on this and subsequent discussions in supervision have 
aided me in realising that a key component to instigating potential change for clients is the 
necessity to devote time in clearly defining the clients problem(s) with them and to ascertain 
how distressing the problem(s) are. Only with a comprehensive and shared formulation can 
the problem be addressed.
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Re-evaluating the Task: Observations and Discussions at a Service Level
The problem we addressed in our PBL task concerned how service managers can act as 
effective change agents when change is imposed on their team by trust managers or national 
authorities. The service I am currently working in is multidisciplinary CMHT. This team 
have been working together for a great deal of time and it is clear they know each other’s 
strengths and weaknesses and their working style thus creating a strong, supportive and 
cohesive service. Over the past months a number of the social workers, nurses and 
psychologists have been redeployed to other teams without consultation, an example of 
imposed change. Thinking about what I learnt in the PBL task has allowed me to emphasise 
how this imposed change affected the remaining team members. I have observed and 
discussed with staff about these changes and their responses have involved sadness about the 
breaking up of a once cohesive team, uncertainty about their jobs, stress around having to take 
on extra responsibilities and anger towards senior management. During the task we learnt 
about a number of competencies that effective change agents are thought to possess including 
sound judgement, self-awareness, interpersonal skills and leadership skills (Mabey, 2001).
The service I work in is fortunate to have a manager who holds these competencies in 
abundance. I can only hope that as I progress through training and take on psychology roles 
in the NHS that my leadership skills are up to the task of supporting teams through the often 
difficult change process.
If imposed change has the effect of leaving team members with feelings of stress, frustration 
and uncertainty, what effect might this have on the clients they support? Perceptions from 
clients suggest that variables of therapist warmth and empathy are most strongly associated
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with positive treatment outcomes (Lambert & Bergin, 1994), If therapists are experiencing 
stress, uncertainty and vulnerability induced as an effect of imposed change this may directly 
affect the therapeutic relationship and as a result therapy outcomes. Many of the clients 
within the CMHT are at risk for both suicidal and parasuicidal behaviour. Therapists who are 
stressed and anxious may be more likely to miss indicators putting both their client’s lives and 
their own professional careers in jeopardy. Through the process of reflection and supervision 
I am aware that seeking client’s views through bridging and reviewing the therapy session 
provides the opportunity for clients to offer their opinions and concerns so that risk markers 
are not overlooked.
Summary
This is my first experience of writing reflectively although I am well used to verbal reflection 
in supervision. The process has been largely an enjoyable one realising there are more 
parallels between the problem based task and my clinical practice than I first realised e.g. 
issues of diversity, importance of formulation etc. With the benefit of clinical experience, 
would I have done anything differently in the PBL task? I think that focussing on aspects of 
change at an individual, client level would perhaps have been more useful in terms of 
preparing for placement. On the other hand, addressing change at service level has enabled 
me to better emphasise and understand what my colleagues might be experiencing.
In preparation for writing this reflective account I followed the five stage method outlined by 
Bolton (2010), which instructs the reader to write without interruption for six minutes in order 
for exploration of ‘professional and personal understanding and insight’ (p. xxi). I found this
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process extremely liberating and was often surprised by what I wrote. In my future 
assignments I would like to employ this method to not only reveal thoughts, concerns and 
ideas but also to further develop my reflection skills.
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This reflective account is based on my experiences within my Personal and Professional 
Learning Discussion Group (PPLDG) in addressing a Problem Based Learning (PBL) task. 
This account includes my reflections of the task and a consideration of how my capacity for 
reflective practice has developed over the past year and a half of training. Particularly 
attention will be paid to how my reflections of the task and the group processes have been 
applied to my clinical work.
The ‘Problem’
Prior to attending an informational lecture about the PBL with a member of the course team, 
each member of our cohort received, by e-mail, an attachment containing pertinent details 
about the ‘problem’ to be tackled. Included was a genogram, description of the ‘problem’, 
some background information and some questions to consider. On receiving this e-mail I 
recall feeling a sense of curiosity about the problem, but this curiosity was certainly tempered 
with a degree of lethargy. At the time of being presented with this task I was facing a number 
of challenges fi*om a number of fronts. Academically, I was in the thick of preparing my 
major research project proposal, clinically, about to begin my placement in adult learning 
disability and personally, was expecting my first child around the date our group were due to 
present back to the cohort. I have little doubt these feelings of being submerged under the 
weight of various commitments will have shaped my approach to the task and through 
discussions with the group it was clear the I was not alone, which will also have impacted on 
the group approach, which I shall discuss shortly.
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The ‘problem’ itself centred on two twin girls whose parents are considered to have 
significant weaknesses in their cognitive abilities and due to concerns of physical neglect, the 
twins have been placed in to short-term foster care by social services. The parents are 
portrayed as people who care deeply for their children, but have significant difficulties, which 
have negatively impacted on their ability to take care of them. These barriers include the 
mother’s childhood experiences of growing up in care, poverty, cognitive weaknesses 
affecting the parent’s ability to learn, and a history of domestic abuse in the direction of 
husband to wife. It is evident from the preparatory information that these barriers, particularly 
in relation to the parents cognitive difficulties have either been ignored or not taken into 
account (e.g. ‘many long reports have been written.. .parents do not read or write’) making it 
very difficult for them to be able to respond to allegations. Social services argue they have 
provided sufficient support to the parents, but the situation has not improved leading to their 
decision to place the children in care. Our role, as a clinical psychologist, was to conduct a 
full risk assessment and develop a rehabilitation plan for the children as directed by the 
children’s guardian. A secondary question, external to requests within the case was to 
consider ‘whose problem is this and why?’
Thinking back to when I first read about the ‘problem’ and the instruction to consider where 
and with whom the problem lies with, I was immediately drawn to the plight of the parents, 
which in hindsight, was probably due to the imminent arrival of my child and the beginnings 
of my journey in to fatherhood. In particular, I recall the predominant feeling being one of 
anger, which I think stemmed from services making decisions that appeared to not appreciate 
the context of the parent’s history and difficulties. It was my view that the parents were not
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being given adequate opportunity to demonstrate their parenting capacity. I was aware that, 
even at this early stage, that I was succumbing to the temptation to take sides, in this case, the 
parents against the oppressive and uncaring social services that sought to permanently place 
their children into care. It is quite possible that this countertransference reaction to other 
professional services was evoked because of how the case was described, but it may also be 
possible that I have certain negative assumptions, perhaps based on previous experiences, 
about the effectiveness of these professional services
It is important to consider how our group approached this task and how processes within it 
shaped the journey of how we developed our ideas because it provides me with an insight in to 
how. I, as a trainee clinical psychologist, function within teams in my clinical practice. I will 
start by discussing this now before proceeding on to a re-evaluation of the problem learning 
task within the context of experiences on my current learning disability placement.
The Group Process and Implications for Clinical Practice
How did we approach the task?
Our approach to this task compared to the first task last year (‘Relationship to Change’) was 
very different. Reflecting on this now I believe this was due to the number of other 
commitments required of us. In the task last year we spent a great deal of time playing around 
with ideas and considering the various ways in which we could present the task. I understood 
this as a desire to accomplish a perfect piece of work because the threat of failure was simply 
too anxiety provoking. This year there was a very different feel to our attitude and approach 
to the task, which, upon reflection was probably for a number of reasons. Firstly, we become
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aware that the task was not about whether we passed or failed, but what we learnt from the 
process and outcome. This awareness appeared to unshackle us from the burden of task 
‘success’ enabling us to think more clearly about how we could exact the learning points from 
the ‘problem.’ Secondly, I think as second year trainees, with presumably a number of passes 
on placement and in academic assignments, we had increased self-assurance in our abilities. I 
believe this engendered a degree of confidence in the belief that we had something important 
to say, something important to contribute. As a result, our approach took on a more 
structured, academic feel, which was raised in our feedback in terms of the presentation being 
more research-heavy compared to the other groups. Focussing more towards the academic 
orientation in terms of drawing out the most salient points was perhaps inevitable given the 
number of other commitments faced by members of the group. However, our altered 
approach to structure may also have been a reflection of the group itself becoming structured 
compared to last year following us dispensing with a ‘chair’ and a ‘scribe.’ This year we re­
introduced these roles following our new facilitator (who also appears a very organised and 
structured individual) championing the benefits of such roles. An advantage of this more 
academic approach was certainly a clearer understanding of how theory can be applied to 
practice and this was undoubtedly important for our professional development. I also think it 
was to our detriment as we spent an inordinate amount of time considering what research had 
to say and very little time on our ‘voice’ as trainees. Maintaining this balance is important so 
that theory-practice, critical and creative thinking and reflective skills all develop in equal 
measure. I do not think we were successful in achieving this balance and this will be a point 
for me to consider in the next PBL task.
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Development o f  ‘addressing the problem ’
In our initial discussion as a group, it was clear early on that we were leaning towards a desire 
to understand the family perspective more fully. We felt that while we had a great deal of 
background information about the family we knew very little about their perspective. In 
contrast, we had been informed about the thoughts and viewpoint of social services. As a 
result we quickly decided that hearing the ‘voice’ of the family members was an important 
avenue to consider in defining the ‘problem’ before making decisions about courses of action. 
Thinking back to these preliminary discussions, I wonder if our decision to locate the ‘voice’ 
of the family perhaps parallels our own journey as trainee clinical psychologists. Entering my 
second year, following my adult placement which was considered successful, I was 
disappointed not to have contrilDuted more within the multi-disciplinary team. This point had 
been discussed a number of times in previous PPDLG sessions so was perhaps an issue others 
were thinking about. Therefore, did we, as a group, strongly identify with the family and the 
need to hear their perspective as a reflection o f our own concerns about making our voices 
heard as trainees on placement? This has been an issue that continues to be discussed in our 
group.
We decided, following a suggestion from a member of the group, that we would provide a 
‘voice’ for the family through the systemic technique of sculpting. Byng-Hall (1982) 
describes sculpting as a symbolic method for exposing relationships and positions of power in 
families where verbal expression is often inadequate for expressing emotion. This method is 
frequently used with parents who have learning disabilities so was an appropriate choice for 
this task. Group members appeared to experience a sense of excitement about using sculpting
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and exploring systemic theory evidenced through animated conversation that has often not 
been present in previous discussions. I wonder if this excitement reflected satisfaction in 
discovering a technique that could visually convey a perspective (or a trainees ‘voice’) in 
situations where verbal expression can be difficult (e.g. trainees located in expert teams).
As we began the process of discussing sculpts and how positions might be represented I 
remember becoming aware of an increased emphasis on considering the mothers perspective 
compared to the fathers. This was perhaps inevitable given the ‘problem’ representing the 
mother as the victim of domestic abuse and very little information being provided about the 
father’s history. On the eve of making the transition to fatherhood and as the sole man in our 
group I felt a responsibility to ensure the father did not remain hidden or missing. In the wider 
context of my placement and beyond I am aware that professional services such as social 
services and clinical psychology predominantly comprise women. Indeed, on my course I am 
one of four men in a cohort of 34. If this gender bias is represented across services then these 
professional fields will not represent the diversity of people it is meant to serve. I can foresee 
my role on placement and in the future being one involved in attempting to remedy the 
apparent reluctance of men to consider clinical psychology as a viable profession.
How did the group perform?
Each member of the group performed well and we all took on tasks without complaint, 
finishing them in time before our next meetings. Our sessions were productive and the 
outcome in terms of the presentation was well received. When I reflect on the experience, I 
am encouraged by my awareness that the process felt more fluid this time and it felt ‘safer’ to
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disagree with one another. In my last reflective account I discussed my concerns about the 
development of the group within Tuckmans’ (1965) model of group formation. In this 
account I suggested that our group was still in the ‘forming’ stage and had not progressed to 
the ‘storming’ phase because of members perhaps not feeling secure or safe enough to 
disagree with each other. Bion (1967, as cited in Lemma, 2003) argues that containment 
enables open and honest discourses because the analytic frame is a secure frame in which 
boundaries such as confidentiality are assured. It is my belief that our group have passed in to 
the ‘performing’ stage as a result of contractual changes in the analytic frame of our PPLDG. 
As a result of our new facilitator, who is empathically more aware of the groups needs for 
boundaries, members are in a position to disagree with one another as opposed to discussion 
groups with our previous facilitator. This beneficial change in our group processes has 
reminded me of the importance of containment and the establishment of boundaries in my 
therapeutic work.
Re-evaluating the Task -  Changes in Clinical Practice
Shortly after completing the presentation I was referred a family in which a court was 
requesting cognitive assessment of a mother whose four children were at risk of being taken in 
to care. The children’s father was absent. My reading and contributions to the PBL reminded 
me of the importance of gaining an understanding of the different systems and how they 
interact with each other. Through this experience and thinking about the PBL I became aware 
of two issues. Firstly, I had an increased awareness of my automatic reservations about 
external agencies such as social services. Secondly, I came to realise how easily I can be 
drawn in to a family’s plight, often leading me to exclude the perspectives of other
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professionals. In a sense, I would lose the ability to remain objective and impartial. Through 
supervision I was able to openly discuss these issues and come to realisation that this 
behaviour is not only detrimental to the family’s on-going care, but also my professional role 
within the team in terms of providing services such as consultation. I do wonder if this 
awareness and subsequent discussions would have occurred had I not engaged in this PBL.
Being aware of and listening to the families ‘voice’ is a skill that I have certainly developed in 
my clinical practice as a result of this PBL. Working with people with learning disabilities 
and understanding their perspective has been a challenge for me throughout the placement. 
Using creative ways of communicating (including sculpting) has been a highly satisfying 
aspect of clinical practice and I aim to continually bear in mind not just the ‘voice’ o f families, 
but also whether or not I am hearing the ‘voice’ of individual clients.
Summary
As a second year trainee who is nearly half way through clinical training I have become 
increasingly aware of how reflective practice enables me to think with an open and curious 
stance about how my previous experiences, attitudes and actions have an impact on the 
systems I am located in and the individual clients I work with in the therapeutic context. This 
PBL task, for me, came as a timely reminder that despite numerous commitments (which will 
undoubtedly continue post-qualification) it is of paramount importance to ensure that both the 
‘voice’ of clients and my ‘voice’, as a clinical psychologist, is heard so that families and 
individual clients receive positive and sustainable outcomes.
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Summary of PPLDG Process Account Year One
This assignment concerns an account of the group processes and my role within a personal 
and professional learning discussion group in my first year as a trainee clinical psychologist. 
In this account I firstly talk about how our group developed within the framework of 
Tuckman’s (1965) group development model. My belief is that our group had difficulties in 
finding its identity, which I propose was due to factors related to our facilitator and her bias 
towards focusing on tasks, which I think was to the detriment of our fledgling group. I go on 
to discuss how our group evolved through engagement in both set tasks (e.g. cultural 
genogram) and activities pre-planned by the group. In terms of my own contributions I make 
reference to my experience of being the sole male in a group and how I have made sense of 
these reflections in my personal and professional practice. Reflecting back, I am aware that 
my most significant learning took place inadvertently when our group fell silent in our first 
meeting after the problem based learning task. How I deal with silence and its benefits to my 
clinical practice was made possible by the expert management of our facilitator. With regards 
to the future, this account raises challenges that may be faced by the group including the 
experience of having a new facilitator and group members being on different placements.
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Summary of PPLDG Process Account Year Two
My year two experiences within a Personal and Professional Learning Discussion Group 
(PPLDG) largely centred around the group’s adaptation to a new facilitator, which led an 
increased awareness of our group and its development over the past two years. Our facilitator 
was clearly sensitive and aware of the group’s needs and suggested early on the need for 
increased reflective space within each session. While this undoubtedly served to improve our 
sense of containment there remained issues around group members providing personal and 
professional disclosure. This was considered throughout the account and understood through 
psychoanalytical concepts of resistance, personal beliefs around vulnerability and the fear of 
evaluation. It was my belief that the group were fortunate to be facilitated by a senior clinical 
psychologist who modelled the principles of effective facilitation such as being non-dominant 
and low key. I am due to facilitate a workshop later this year and have appreciated the 
learning opportunity provided. A number of topics relevant to clinical practice were discussed 
over the course of the year including the process of team consultation, leadership in the 
National Health Service and strategies for maintaining a work-life balance. These discussions 
have been instrumental in my continued development as a trainee clinical psychologist. In the 
final section of the account I considered my position within the group and how I perhaps 
contributed to others learning. Here, I discussed the issue of being a minority gender within 
the group. Finally, I considered hopes for our group in year three.
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CLINICAL DOCUMENTS
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Case Report Titles
Case report one -  Cognitive behaviour therapy with a man in his late fifties presenting with 
depression and social phobia
Case report two -  Dialectical behaviour therapy with a woman in her early twenties 
diagnosed with borderline personality disorder
Case report three -  Exposure therapy for a dog phobia with a man in his early twenties 
diagnosed with a severe learning disability and autism
Case report four -  Cognitive behaviour therapy and systemic (structural) therapy with an 
adolescent girl (and her mother) presenting with specific school phobia and generalised 
anxiety
Case report five -  Psychometric assessment of a ten-year-old girl with a suspected learning 
disability
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Year one -  Adult placement overview 
This placement was 120 days long and over this time I assessed and provided intervention to 
15 clients. The age range of clients that I saw was 19-59. Eight clients were female and seven 
were male. Two of these were neuropsychological assessments and for these I used the 
WAIS-III and WMS-III. I saw clients in a variety of settings including the CMHT, client 
home, inpatient service and an lAPT service. In terms of the sessions, I saw individual clients 
and a family (as part of a reflecting team) with diverse backgrounds. These differences 
included family composition, religion, ethnicity and culture to name a few. The models I 
worked in were second-wave Beckian CBT, third-wave CBT in the form of dialectical 
behaviour therapy and systemic. Psychoanalytic concepts were considered throughout. 
Outcome and assessment measures that I used included the BDI, BAI, GHQ-28, PHQ-9, 
complicated grief inventory and the PS YRATS (measure of psychotic symptoms). 
Assessments were largely unstructured, except for when I was assessing within the diagnosis 
of borderline personality disorder where I used a structured interview schedule. The types of 
presentations that I came across were low mood, social anxiety, borderline personality, CCD, 
panic disorder, specific phobia, psychosis and problematic grief. In terms of teaching, I 
conducted an afternoon workshop to carers of people with mental health difficulties about the 
role of clinical psychology and CBT. I was also involved in teaching for the DBT group 
where I taught mindfulness and validation techniques. I ran a Mind over Mood group on an 
inpatient ward for once a week over four weeks. I presented a case report to the CMHT and 
my SRRP findings to the DBT team. I visited a local service user group for people with long­
term mental health difficulties.
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Year two -  Learning disability placement overview 
This placement was 53 days long and over this time I assessed and provided intervention to 10 
clients. The age range of clients that I saw was 18-56. Four clients were female and six were 
male. Three of these were neuropsychological assessments and for these I used the WAIS-IV, 
Rivermead behavioural memory test 2"  ^edition, CAMDEX, HALO and NAID. I saw one of 
these clients for the purpose of assessing capacity to consent to make financial decisions. I 
saw clients in a variety of settings including the LD service, client home and community 
settings. In terms of the sessions, I saw individual clients and families. The work also heavily 
involved liaising with associated agencies such as social services and other residential 
settings. The models I used were primarily behavioural and systemic although I did use 
adapted CBT with one client. Psychoanalytic concepts were considered throughout. Outcome 
and assessment measures that I used included the BDI-II, BP VS-II, MAS, ABC charts and 
school observations. Assessments were largely unstructured. The types of presentations that I 
came across were low mood, social anxiety, CCD, specific phobia, panic disorder and 
behaviours that challenge. I had the opportunity to present my MRP proposal to the wider 
psychology network during a trust wide meeting of psychologists.
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Year two -  Child placement overview 
This placement was 66 days long and over this time I assessed and provided intervention to 15 
clients. The age range of clients that I saw was 5-17. Seven clients were female and eight 
were male. Two of these were neuropsychological assessments and for these I used the 
WISC-IV and WIAT. I saw clients in a variety of settings including the CAMHS service, 
client’s homes and in schools. In terms of the sessions, I saw individual clients, couples and 
families with diverse backgrounds. The model I worked in was split between CBT and 
systemic (structural perspective), but psychoanalytic concepts were considered throughout. 
Outcome and assessment measures that I used included the panic rating scale, social phobia 
rating scale, ABC charts, BDI-II and HONOSCA. Assessments were largely unstructured, but 
I did use more structured interview schedules when examining for the presence of ASD and/or 
ADHD. The types of presentations that I came across was low mood, CCD, social anxiety, 
panic disorder, behaviours that challenge, social and communication difficulties, sleep 
problems, eating disorders and impulsive behaviours. In terms of teaching, I conducted a 
morning workshop to a staff team in a pupil referral unit. This workshop provided 
information to the staff team about ADHD and included time for them to discuss the impact 
on the team of teaching students with this diagnosis. I also conducted a short piece of service 
evaluation work for a local agency that was supporting young people identified as vulnerable 
by their secondary school. This evaluation explored parental satisfaction with the service and 
was conducted using a semi-structured interview schedule.
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Year three -  Specialist placement (chronic pain service) overview 
This placement was 62 days long. The main part of the placement was facilitating and co- 
facilitating (with supervisor) the pain management programme. Over the course of six 
months, I was involved with seven groups, which comprised 41 adults. I was also involved in 
assessing for suitability of clients for joining the programme and I conducted 17 of these. In 
addition, I saw three clients for individual therapy. The age range of clients that I saw was 20- 
78. Forty-eight clients were female and 13 were male. I saw all the clients within the pain 
management service. In terms of the sessions, I saw clients either on an individual basis or 
within a group and these clients was from a diverse set of backgrounds. These differences 
included family composition, religion, ethnicity and culture to name a few. The models I 
worked I used in both individual and group work was second-wave Beckian CBT, third-wave 
CBT in the form of acceptance commitment therapy. Psychoanalytic concepts were 
considered throughout. Outcome and assessment measures that I used included the Roland 
Morris disability questionnaire, HADS, pain self-efficacy questionnaire and pain detect 
questionnaire. All clients were referred to the service for difficulties in managing their 
chronic pain conditions. Additionally co-morbid difficulties that I assessed and provided 
intervention for were anxiety, depression and PTSD. In terms of teaching to the staff team, I 
conducted a lunchtime session on the psychoanalytic processes that are present within groups. 
I assisted the team by reviewing and revising the hand-outs for the psychological orientated 
parts of the group programme.
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Year three -  Older adult placement overview 
This placement was 63 days long. I assessed 11 clients aged over 65 arriving with a range of 
difficulties such as depression, social anxiety, phobia, memory difficulties and challenging 
behaviour. I have conducted two neuropsychological assessments, which involved a range of 
tests for identifying dementia. These tests included the TOPOF, ACE-III, MMSE, WAIS-IV, 
WMS-IV, BADS, Hayling-Brixton and Boston Naming Task. I saw the majority of my 
caseload within in the service, but also conducted one home visit and a number of visits to 
residential homes. The model I worked in was primarily CBT, but there were systemic 
elements to most of the therapy I offered. Psychoanalytic concepts were considered 
throughout. Outcome and assessment measures that I used included the BDI-II, HADS and 
the Newcastle Challenging Behaviour Assessment. In terms of teaching, I co-facilitated two 
workshops for carers about ways in which they might think about managing their own well­
being while looking after a family member with dementia.
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SRRP
Dialectical behaviour therapy (DBT): How satisfied are clients with the service
provided?
June 2011
Year 1
In order to preserve confidentiality and anonymity all identifiers of clients have
been removed.
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Abstract 
Objective
Dialectical behaviour therapy (DBT) is the treatment of choice for women with a diagnosis of 
Borderline Personality Disorder (National Institute of Clinical Excellence (NICE), 2009).
This is the first evaluation of a DBT service and is concerned with exploring clients’ 
satisfaction with its delivery. Dialectical behaviour therapy is composed of individual 
therapy, skills group and telephone consultation.
Design
Client satisfaction was evaluated through the use of an adapted Client Satisfaction 
Questionnaire (CSQ-8; Larsen, Attkisson, Hargreaves & Nguyen, 1979), which asked 12 
questions. Responses were subjected to qualitative and quantitative analysis.
Participants
Twenty-five participants from the DBT service were selected on the basis of having received 
at least three months of DBT. Fifteen replied giving a response rate of 60%.
Results
Overall satisfaction indicated that clients were mostly satisfied with DBT, which is in contrast 
to other evaluations of DBT that have found high levels of client satisfaction (e.g. Kirby & 
Baucom, 2007; Iverson, Shenk & Fruzzetti, 2009). Individual therapy achieved the largest 
satisfaction score, which was significantly larger than other components. A significant 
correlation was not found between total satisfaction score and treatment length. A highly 
significant correlation (p=.001) was found between telephone consultation and treatment 
length.
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Recommendations
To address cognitive and behavioural obstacles to using telephone consultation and place 
additional emphasis on its use in the early stages of therapy. To assess individual client 
satisfaction on a regular basis and discuss in team consultation recommendations from clients 
for improved treatment delivery.
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Introduction
The National Institute for Clinical Excellence (NICE) guidelines (2009) recommends 
dialectical behaviour therapy (DBT) Borderline Personality Disorder (BPD) where the priority 
is reduction of persistent self-harming behaviour. This therapy was developed by Marsha 
Linehan (1993) and is underpinned by the bio-social model, which proposes BPD 
development to be a result of biological irregularities in emotional regulation combined with 
an invalidating environment (Koemer & Linehan, 2000). Linehan (1993) developed a 
standardized protocol for therapists practising DBT. Specifically, DBT comprises; 1)
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individual therapy; 2) group skills training; 3) telephone consultation (therapist to be available 
at all times); 4) consultation team. Over the past twenty years there has been much research 
conducted in the form of randomised control and non-randomised trials (see Lynch, Trost, 
Salsman & Linehan, 2007). In summary, this research supports DBT as an effective treatment 
for BPD when the standardised protocol is adhered to. This service follows the protocol 
except in regards to telephone consultation. Due to trust-wide policy restrictions, therapists 
are only contactable by clients during work hours.
The DBT service located in South London was created in response to NICE guidelines and 
has been treating clients with a diagnosis of BPD for the past two years. To date, a service 
evaluation has not been conducted to investigate client satisfaction. It is appropriate to 
evaluate at this juncture because DBT is a long-term therapy (minimum of 12 months), 
therefore any earlier evaluation would have been limited by a small sample size.
Objectives and Hypotheses
Objective One -  Client Satisfaction Scores
The team were interested in client satisfaction scores in each component of the therapy (i.e. 
individual therapy, skills group and telephone consultation) and how those scores differed 
over time. The hypotheses were generated from therapist experience:
Hypothesis One: Client satisfaction scores will be largest for individual therapy followed by 
skills group. Satisfaction scores will be smallest for telephone consultation.
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Hypothesis Two: Overall client satisfaction scores will be positively correlated with treatment 
length.
Hypothesis Three: Client satisfaction with the separate components of DBT will be positively 
correlated with treatment length.
Objective Two — Qualitative Feedback
In addition to obtaining quantitative measures of client satisfaction, the team were also 
interested in how clients justified their ratings of satisfaction of the individual components of 
DBT. The team were also keen to learn what clients liked about the therapy and what aspects 
could be improved.
Method
Participants
From the total number of clients who received DBT {n = 42) since the service was initiated, 
those who had received a minimum of three months therapy were selected for the client 
satisfaction evaluation {n = 25). The three month criterion was chosen because DBT is a 
long-term intervention and typically involves numerous sessions presenting the rationale of 
DBT, agreeing a treatment hierarchy and securing commitment from clients (Linehan, 1993). 
It is anticipated that by three months clients will have had sufficient exposure time to therapy 
in order to have a perspective on their satisfaction with DBT. In addition, this evaluation will 
include clients who completed therapy and those clients where DBT ended prematurely as a
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result of their own or therapists decision in order to gain a representative view of client’s 
satisfaction with the DBT service.
Outcome Measure
Following discussion with the DBT service it was decided that using the original Client 
Satisfaction Questionnaire (CSQ-8; Larsen, Attkisson, Hargreaves & Nguyen, 1979), which 
has high reliability and validity (coefficient alpha range .83 to .93) was not appropriate as the 
questions did not address satisfaction with the individual components of DBT. A copy of the 
CSQ-8 can be found in appendix A. Therefore, a tailor-made client satisfaction questionnaire 
was devised. The process of designing the outcome measure began by asking DBT therapists 
‘what sorts of things do you as therapists want to know in relation to client satisfaction?’ 
Their answers formed five questions (appendix B) and were combined with five questions 
from the CSQ-8 (Larsen et al, 1979), which were adapted for the DBT service (appendix C). 
Quantitative responses were made via a 4-point Likert scale. All items were positively 
worded and response options were reversed randomly from question to question to minimise 
stereotypical answers. Qualitative feedback could be given in a space under each question. In 
addition, two open-ended questions concerned with eliciting information about areas for 
improvement and particular aspects they enjoyed were asked. A copy of the questionnaire can 
be found in appendix D.
A questionnaire was chosen as the outcome measure instead of individual interviews. 
Individuals with a diagnosis of BPD frequently have interpersonal difficulties in which they 
will often behave in such a way as to minimise the risk of a relationship ending (i.e. to prevent 
feeling abandoned). If the service was evaluated through interviews, some clients may
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respond in a way they think might please the interviewer (social desirability bias) in an effort 
to preserve the interviewer-interviewee relationship.
Ethics
As this is a service evaluation submission to the trust or university ethics committee was not 
required. The Research and Development team of the trust were provided a copy of the 
proposal and consulted. No further action was required.
A covering letter (appendix E) was sent with the questionnaire outlining the objectives of this 
evaluation and a statement about confidentiality. Particular attention was paid to explaining to 
clients that their answers were not going to be anonymous. This was because I needed to be 
aware of which clients had completed and returned the questionnaires for analysis purposes. 
To avoid breaches of confidentiality, questionnaires were numbered and only I was aware of 
number-client pairs.
The issue of consent was addressed in the covering letter. In summary, clients could opt-out 
from participating by returning the relevant section of the covering letter.
Procedure
Each client was posted the covering letter, questionnaire and stamped addressed envelope for 
returning either the questionnaire or opt-out section to the Community Mental Health Team 
(CMHT). After one month, clients who had either not returned the questionnaire or opted-out 
were contacted by telephone and offered the opportunity to complete the questionnaire. It was
anticipated that this would not be problematic for clients as they would have been used to the 
telephone consultation component of DBT. It was expected that offering telephone contact 
would minimise any potential hias in only clients satisfied with the service responding 
providing clients agreed to answer questions. Where telephone contact was not possible the 
questionnaire was posted again. After this no further attempts were made to contact clients.
Analysis
Quantitative responses made on the 4-point Likert scale were converted into scores ranging 
fi*om 1-4. There were three questions (Q3, Q6 & QIO) that required scores to be reversed. An 
overall score was obtained by summing all 10 responses. Scores ranged from 10 to 40, with 
higher values indicating higher satisfaction with therapy received. Satisfaction with the 
individual components of DBT was obtained in the following way; individual therapy -  Q3; 
skills group -  Q4; telephone consultation -  Q8. Treatment length was determined by 
consulting with each client’s progress notes in RIO. A database of responses to each 
question, total satisfaction score and number of months receiving DBT can be found in 
appendix F. Qualitative feedback given by each client was collated according to question 
asked and was evaluated. This feedback is located in appendix G.
Results
Twenty five clients were sent the questionnaire. Ten of those clients replied in the first 
instance and two of these opted-out from participating. Four clients completed the 
questionnaire over the telephone and two returned it after it was posted for the second time.
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Therefore, 15 out of 25 completed the questionnaire giving a completion rate of 60%. Table 1 
below provides initial descriptive statistics.
Table 1
Age, Total Satisfaction score and Treatment Length Means (n = 15)
Mean Standard 
Deviation {SD)
Standard Error of 
Mean {SEM)
Age in Years 36 11.65 3.01
Total Satisfaction Score 26.13 6.22 1.60
Number of Months 12.80 8.22 2.12
Receiving DBT
The mean total satisfaction score displayed above indicates, overall, that clients were mostly 
satisfied with the DBT service and, on average, spent at least a year in therapy.
Objective One — Client Satisfaction Scores
Hypothesis One:
The bar graph below provides initial evidence for the prediction that clients would be most 
satisfied with individual therapy and least satisfied with telephone consultation.
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I  Mean 
Satisfaction 
Score
Individual Therapy Skills Group Telephone
Consultation
Figure 1. Bar graph of mean satisfaction scores for DBT components (n = 15)
These means were analysed using a one-way repeated measures ANOVA. Parametric testing 
was appropriate because each of the three variables was of normal distribution. Normal 
distribution based on kurtosis and skewness parameters between -2 and +2 (Field, 2005). 
Responses were independent and satisfaction scores were measured on an interval scale. In 
addition, Mauchly’s test indicated the assumption of sphericity had not been violated (a^(2) = 
.67,/? >.05).
The results showed that satisfaction scores significantly differed between the individual DBT 
components, F(2, 28) = 3.96, p  = .03, r = .20, p  -  .66. Satisfaction scores were significantly 
larger for individual therapy (M = 2.87, SD = .92) compared to skills group (M = 2.20, SD = 
.86), F(l, 14) = 5.39, p  = .04, r = .28, P = .58 and telephone consultation (M =  2.00, SD =
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1.00), F(l, 14) = 6.13, p  = .03, r = 3 1 , p  = .64. There was no significant difference between 
satisfaction in skills group and telephone consultation, F(l, 14) = .38,/? = .55, r = .03, p  = .09.
Hypothesis Two:
In order to investigate the hypothesis that total client satisfaction scores were positively 
correlated with the number of months in DBT a Pearson’s correlation coefficient was 
calculated. Assumptions for this test were met as satisfaction score was measured at an 
interval level and both total satisfaction score and months in DBT were normally distributed. 
This analysis did not reveal a significant relationship, r  = 31, p  (one-tailed) = > .05.
Hypothesis Three:
It was hypothesised that the separate components (individual therapy, skills group and 
telephone consultation) would each be positively correlated with the length of time spent in 
DBT. Pearson’s correlation coefficients revealed non-significant relationships between 
treatment length and individual therapy, r = .08, p  (one-tailed) = > .05 and skills group, r = 
.16, p  (one-tailed) = > .05. There was a highly significant positive relationship between length 
of treatment and telephone consultation suggesting that satisfaction with telephone 
consultation improved the longer clients were exposed to DBT, r = .12, p  (one-tailed) = .00.
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Objective Two — Qualitative Feedback ■
Individual Therapy (n=8):
Feedback provided by eight clients suggested their subjective thoughts about satisfaction with 
individual therapy were not influenced by length of treatment. In other words, satisfaction 
and dissatisfaction were experienced at both ends of the treatment length spectrum "although I  
was aware that my therapist had only recently done the DBT training, I  fe lt she was very 
knowledgeable on all the units and was practicing them herself (5 months) and T thought 
‘they ’ were poor as this was her first experience o f DBT and was not particularly experienced 
or skilful -  it didn V go to plan (15 months).
Skills Group (n=7):
Like the feedback given for satisfaction with individual therapy, there was little evidence of a 
relationship between skills and treatment length. Responses were quite variable ranging from 
not liking skills group to liking it to viewing them as a ‘necessary component o f  therapy’ (21 
months). Other comments included "the discussion o f  the rules at the beginning o f  every 
module was frustrating since most/all attendees were the same ' (10 months) and "takes a lot o f  
time to adjust to the ‘none therapy approach ’ but once there very rewarding’ (23 months).
Telephone Consultation (n=9):
There did appear to be evidence that telephone consultation was not viewed as a vital 
component of DBT in the early stages of therapy "did not have this as fa r  as I  can remember’ 
(5 months) and "...don’t think it is emphasised much by therapist’ (8 months). However, 
clients in later stages of DBT were able to appreciate its use even if they did not necessarily
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use or like it "learning to use this resource caused me great stress and a sense o f  mistrust. I  
found it hard to utilise and it took me a year to become sort o f  comfortable with i t ’ (23 
months).
Discussion
Objectives One and Two -  Client Satisfaction Scores and Qualitative Feedback 
Clients were mostly satisfied with the service they received or are currently receiving.
Hypothesis One
Through consultation with the DBT team prior to beginning this evaluation, it was 
hypothesised, based on previous experience, that clients would be most satisfied with their 
individual therapy followed by skills group and telephone consultation. The results of this 
evaluation confirm this hypothesis. It is perhaps understandable that clients would be most 
satisfied by individual therapy given that clients receive one-to-one therapy as opposed to 
skills group where the philosophy is more about adult education than to the creation of a 
therapeutic environment. Telephone consultation received the lowest mean satisfaction score. 
One explanation centres on a trust-wide policy that therapists can only be contacted during 
business hours. This restriction is in direct contrast to Linehan’s (1993) protocol that states 
‘. . .those who meet criteria for BPD must be told they can call their therapists at any time.’
(pp. 503). One potential consequence of this constraint is that therapists may place less 
emphasis on client’s use of telephone consultation compared to the other components of DBT. 
Qualitative feedback from five clients who were either unable to recall if  telephone
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consultation was offered or thought this component wasn’t emphasised sufficiently provides 
support for this theory.
Hypothesis Two
A correlational analysis did not reveal a significant positive relationship between total client 
satisfaction score and treatment length disconfirming the original hypothesis. In other words, 
this finding implies that total satisfaction scores were not influenced by the time spent in 
DBT. This is a somewhat surprising discovery as it might be expected that clients who have 
spent a significant amount of time in therapy have an underlying motivation for doing so. One 
motivation for remaining in therapy might be because of its clinical effectiveness in reducing 
suicidal and parasuicidal behaviour. If this were the case one might expect either a positive 
(e.g. satisfaction increases as BPD symptoms reduce) or negative (e.g. fatigue with therapeutic 
protocol or fear of endings/abandonment) correlation. The analysis did reveal a positive 
correlation coefficient albeit one that was not significant. A future evaluation could use a 
larger sample (would naturally occur if the DBT service continues to offer therapy) to 
potentially increase effect size to find a significant positive correlation. A study might also 
consider examining the correlation between clinical effectiveness (diary cards), client 
satisfaction and treatment length.
Hypothesis Three
The original hypothesis was partially confirmed as only the telephone consultation component 
was significantly positively correlated with treatment length. Discussion for the lack of 
significant correlation between individual therapy, skills group and treatment length was given
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under hypothesis two. The strong finding that satisfaction with telephone consultation 
improves over time suggests that clients have difficulty in understanding and utilising this 
component of DBT perhaps because of the lack of emphasis placed on telephone consultation 
due to policy restrictions evidenced from qualitative feedback.
Feedback to Service
This report will be presented to the DBT service on the 7^  ^July 2011 (see appendix H for 
confirmation letter from supervisor). A feedback letter informing clients of the main findings 
and implications for the service will be sent in due course. As this letter was always going to 
be written after feedback to the team it is not possible to append it at this time.
Strengths and Limitations
There are many strengths of this service evaluation. Design of the evaluation, questionnaire 
construction and objectives benefitted from consultation. Barker and colleague’s (2002) 
recommend aiming for a 60% response rate in order to minimise the effects of sample bias, 
which this evaluation achieved. This can be attributed to a number of factors such as the use 
of telephone contact to facilitate the completion of questionnaires. Further strengths were the 
inclusion of qualitative feedback to provide additional evidence for findings obtained through 
quantitative analysis.
In terms of limitations, the original CSQ-8 has high reliability and validity and by adapting 
their questionnaire, the reliability and validity of this tailor-made questionnaire is unknown 
and so results obtained must be treated with some caution. Validation studies are required
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before it could be potentially used to evaluate other DBT services. While clients were directly 
asked for their satisfaction with skills group and telephone consultation, satisfaction scores 
with individual therapy was based on a question about their individual therapist’s skill and 
expertise, which may not relate to satisfaction with individual therapy. A future evaluation 
would need to address this issue by directly asking clients for their satisfaction with individual 
therapy. A further, unavoidable limitation of this evaluation is the small sample size, which 
will have limited the power of analyses. Future evaluations of this service will naturally have 
a larger population from which a sample will be derived providing the service continues to 
offer DBT. Finally, clients were not asked the component of DBT they were most satisfied 
with, which may have permitted clients to think more directly about their experience of DBT. 
Subsequent evaluations might consider asking this question(s).
Recommendations and Conclusion
This service evaluation involved examining client satisfaction of a DBT service. The 
evaluation revealed that, on average, clients were mostly satisfied with the service.
Based on the results and subsequent discussion recommendations include; therapists to place 
extra emphasis on the use of telephone consultation particularly in the initial stages of DBT; to 
explore cognitive and behavioural obstacles related to use of telephone consultation and treat 
accordingly (e.g. cognitive restructuring, exposure therapy etc); discuss within the team 
possible reasons why satisfaction is not significantly positively correlated with treatment 
length; assess clients level of satisfaction with DBT on a regular basis and discuss with them 
and in consultation team areas of concern.
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Appendix A -  Client Satisfaction Questionnaire (CSO-8; Larsen et al, 1979)
Please help us improve our program by answering some questions about the services you bave 
received. We are interested in your honest opinion, whether they are positive or negative. 
Please answer all of the questions. We also welcome your comments and suggestions. Thank 
you very much, we really appreciate your help.
CIRCLE YOUR ANSWER
1. How would you rate the overall quality of service you have received?
Excellent Good Fair Poor
2. Did you get the kind of service you wanted?
No, definitively not No, not really Yes, generally Yes, definitively
3. To what extent has our program met your needs?
4 3 2 1
Almost all o f  my needs Most o f  my needs have Only a few  o f my needs None o f  my needs have
have been met been met have been met been met
4. If a friend were in need of similar help, would you recommend our program to him or 
her?
No, definitively not No, not really Yes, generally Yes, definitively
5. How satisfied are you with the amount of help you have received?
100
Quite dissatisfied Indifferent or mildly Mostly satisfied Very satisfied
dissatisfied
6. Have the services you received helped you to deal more effectively with your 
problems?
Yes, they helped a great Yes, they helped No, they really didn’t help No, they seemed to make
deal somewhat things worse
1. In an overall, general sense, how satisfied are you with the service you have received?
Very satisfied Mostly satisfied Indifferent or mildly Quite dissatisfied
dissatisfied
8. If you were to seek help again, would you come back to our program?
No, definitively not No, not really Yes, generally Yes, definitively
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Appendix B -  Five questions devised by DBT Team for DBT Client Satisfaction
Questionnaire
1. Was the telephone consultation component of DBT an important part of therapy?
2. Would you say your individual therapist has sufficient expertise and skill to 
manage your difficulties?
3. How satisfied are you with the group skills training component of DBT?
4. How satisfied are you with your therapist’s explanation for why DBT can be 
effective in helping people with Borderline Personality Disorder?
5. How satisfied are you with the availability of your DBT therapist?
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Appendix C -  Five questions taken from CSO-8 and adapted for use on the DBT Client
Satisfaction Questionnaire
1. To what extent has our DBT service reduced behaviours distressing to you?
2. In an overall, general sense, how satisfied are you with the therapy you received?
3. How would you rate the quality of therapy you received?
4. Has the therapy you received helped you to deal more effectively with your 
problems?
5. If a friend were in need of similar therapy, would you recommend our service to 
him or her?
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Appendix D -  DBT Client Satisfaction Questionnaire
We are interested in improving our DBT service and your answers will enable us to begin 
doing this. We are interested in what you honestly think about the service whether it is 
positive or negative. Please answer all questions and write comments/suggestions in the 
spaces provided. Thank you for your help.
Please circle your answers
Please write additional comments in space provided ____
1. To what extent has our DBT service reduced behaviours distressing to you? 
(please circle your answer)
Almost all of my 
needs have been 
met
Most of my 
needs have been 
met
Only a few of my 
needs have been 
met
None of my 
needs have been 
met
2. How would you rate the quality of therapy you received?
Excellent Good Fair Poor
3. Would you say your individual therapist has sufficient expertise and skill to 
manage your difficulties?
No, definitely 
not
No, I don’t 
think so
Yes, I think 
so
Yes, definitely
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4. How satisfied are you with the group skills training component of DBT?
Very satisfied Mostly satisfied Indifferent or Quite
mildly dissatisfied dissatisfied
5. Has the therapy you received helped you to deal more effectively with your 
problems?
Yes, they helped 
a great deal
Yes, they helped 
somewhat
No, they really 
didn’t help
No, they seemed 
to make things 
worse
6. How satisfied are you with your therapist’s explanation for why DBT can be 
effective in helping people with Borderline Personality Disorder?
Quite
dissatisfied
Indifferent or Mostly satisfied Very satisfied
mildly dissatisfied
7. In an overall, general sense, how satisfied are you with the therapy you received?
Very satisfied Mostly satisfied Indifferent or Quite
mildly dissatisfied dissatisfied
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8. Was the telephone consultation component of DBT an important part of therapy?
Yes, definitely Yes, I No, I don’t No,
think so think so definitely not
9. How satisfied are you with the availability of your DBT therapist?
Very satisfied Mostly satisfied Indifferent or 
dissatisfied
Quite
satisfied
10. If a friend were in need of similar therapy, would you recommend our service to 
him or her?
No, definitely 
not
No, I don’t 
think so
Yes, I think 
so
Yes, definitely
Your feedback on our DBT service is welcomed:
11. Are there any parts of DBT that you liked more than others?
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12. Have you any suggestions for how the delivery of DBT can be improved?
We really appreciate you taking the time to  complete this questionnaire. A Stamped 
Addressed Envelope has been provided for posting the questionnaire back to  me. Many
thanks
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Appendix E -  Covering Letter
13^  ^January 2010
Participant No.
Dear.
Client satisfaction of the Dialectical Behaviour Service (DBT)
My name is Chris Marshall and I am a trainee clinical psychologist based within the New 
Malden Community Mental Health Team (CMHT). I am also part of the Dialectical 
Behaviour Therapy (DBT), which is managed by Malcolm Simpson (clinical psychologist).
I am writing to you today because I am carrying out an evaluation of the DBT service from 
your perspective. Specifically, I am interested in how satisfied you are/were with the therapy 
you either received or are currently receiving. Your views on the service are really important 
in helping us to improve how DBT is delivered.
What will I have to do?
A questionnaire is enclosed comprising ten questions about your experience and satisfaction 
with the DBT service and therapy you are receiving/received.
What about anonymity and confidentiality?
Your answers will be anonymous meaning that your current or previous therapist will be 
unaware of the responses you give. In addition, I can assure you that your answers will in no 
way affect your current or future treatment within the NHS.
Your responses will be kept confidential at all times. Questionnaires will be stored in a locked 
cabinet within New Malden Community Health Team (CMHT) until they are analysed. When 
the data is no longer needed the information will be destroyed. This evaluation has been 
reviewed by the DBT service and University of Surrey and has been allowed to proceed.
If I do not receive your questionnaire back within one month of posting I will send you a 
follow-up letter with a reminder about completing the questionnaire. After two weeks of 
sending the follow-up letter I would like to try and make contact with you by telephone and 
with your permission conduct the questionnaire over the phone. If you do not wish to take 
part in this evaluation please return the slip below in the Stamped Addressed Envelope and I 
will not send you a follow-up letter or attempt contact with you by telephone.
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What happens if I have any questions?
If you have any questions please do not hesitate to contact me on the details above. 
Yours sincerely
Chris Marshall
Trainee Clinical Psychologist
Malcolm Simpson
Clinical Psychology and DBT Service Co-ordinator
------------ X -------------------------------------------------------------------------------------------------------
I do not wish to take part in this evaluation and request not to be contacted by follow-up letter 
or telephone call.
Participant No.
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Appendix F -  Database of Quantitative Responses
Qi Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 QIO Total
Satisfaction
Score
Months 
in DBT
2 2 2 3 2 3 2 3 2 3 24 31
3 4 4 3 4 3 4 3 4 4 36 23
3 1 2 1 2 3 3 4 2 4 25 21
4 4 4 3 4 3 4 3 3 4 36 21
2 2 2 2 3 2 2 1 1 4 21 15
3 3 4 3 4 3 4 3 3 4 34 14
2 3 2 3 3 3 3 2 3 3 27 14
2 2 4 1 2 2 2 1 3 2 21 11
3 3 4 2 3 2 3 1 2 4 27 10
3 3 3 3 3 3 3 2 3 3 29 8
1 3 2 1 2 3 1 2 3 2 20 8
3 4 3 3 4 3 4 1 4 4 33 5
1 1 2 2 2 2 1 2 2 3 18 4
1 2 3 3 2 4 3 1 3 3 25 4
1 2 2 1 1 3 2 1 2 2 17 3
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Appendix G -  Qualitative Comments
1. To what extent has our DBT service reduced behaviours distressing to you?
( 1 1 - 4m) Not really any behaviour have been met
(22 -  3m) I didn’t complete the programme but even during the time I did it my behaviours 
got worse not better.
(26 -  5m) My eating disorder behaviours have reduced massively and only happen on rare 
occasions. I can now hold down a full-time job and I have good awareness of my 
emotions.
(21 -  14m) Although I self-harm less, I still get upset about things
(25 -  21m) I believe that my behaviours will remain reduced as long as the proper after­
care is in place and is sustained.
2. How would you rate the quality of therapy your received?
(1 1 -  4m) Group therapy I feel makes me feel worse than I am already at most times after 
listening to people’s behaviours and issues. It depends if I’m feeling good then it has a 
negative effect on me to increase my behaviours at times.
(4 -  21m) Being back in school and treated like a child. Felt like I was constantly being 
labelled
(21 -  14m) It was quite good - 1 had a chance to explore issues in my life that were 
problematic
3. Would you say your individual therapist has sufficient expertise and skill to 
manage your difficulties?
( 1 1 - 4m) Not really had much time as I’ve only had a few sessions with my therapist. I’ve 
just finished pre-assessment and just started with weekly diaries.
(22 -  3m) I never felt like my therapist really understood some of the things I would say. I 
don’t think it was fully understood how much my eating disorder was fuelled my other 
behaviours.
(26 -  5m) Although I was aware that my therapist had only recently done the DBT training, 
I felt she was very knowledgeable on all the units and was practicing them herself.
I l l
(4 -  21m) Treated like a child if I did something wrong. She knew her stuff but I didn’t 
feel like she validated my problems.
(10 -  23m) When I am in ‘wise mind’
(14 -  15m) I thought she was poor as this was her first experience of DBT and was not 
particularly experienced or skilful -  it didn’t go to plan.
(21 -  14m) I didn’t get on with my individual therapist very well
(25 -  21m) Is the best therapist I have seen. I have seen over 10 therapists in 12 years.
4. How satisfied are you with the group skills training component of DBT?
(2 -  10m) The discussion of the rules at the beginning of every module was fi*ustrating 
since most/all attendees were the same. Also staff were not always consistent in their 
views on the rules e.g. not having a relationship with other group members -  does this 
mean you can go for coffee or not?
(1 1 -  4m) I find most things hard to get or understand so some times after group I find it 
hard to fill out forms/homework because I don’t quite understand most of what goes on 
through sessions.
(22 -  3 m) I did not like the group skills training at all
(4 -  21m) Very poor -  the group had only just started and I felt I knew more than the 
trainers.
(10 -  23m) Takes a lot of time to adjust to the ‘none therapy approach’ but once there very 
rewarding. Could there be a ‘graduates group’ as leaving was stressful -  the longer I 
attended, the more it became about peer support -  MISS THE PEER SUPPORT and 
noticed an increase in behaviours after I left. Could there be a graduates group once a 
month for 6 months after leaving?
(21 -  14m) I enjoyed the group sessions, I found them interesting and helpful
(25 -  21m) I believe it is a necessary component to therapy and the format and structure 
works
5. Has the therapy you received helped you to deal more effectively with your 
problems?
(22 -  3m) My behaviours got much worse when I started DBT, since stopping in January I 
have decreased my use of some behaviours.
(26 -  5m) I can recognise my feelings more easily and can allow myself to be angry which
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I couldn’t before. I can calm myself with skills learnt specifically mindfulness.
(10 -  23m) Remarkable difference and effect compared to other therapies. DBT is the one!
(14 -  15m) Since DBT I have managed to eliminate some of my behaviours such as 
smashing things up when I am angry -  instead I use mindfulness.
(21 -  14m) I can take a step back and control my anger better
(25 -  21m) I believe that if  I had been diagnosed with BPD faster by the NHS, I would 
have got the right treatment (DBT) sooner.
6. How satisfied are you with your therapist’s explanation for why DBT can be 
effective in helping people with BPD?
(22 -  3m) I understood how/why I could work, I just don’t think it was right for me at the 
point in my life.
(26 -  5m) Satisfied with explanation but am not clear on whether I have had a proper 
diagnosis of BPD as was referred by the eating disorder team.
(10 -  23m) Would like more explanations -  the more you know, the better I am deal with 
it. Could there be an ‘easy to read’ booklet for clients? I have been diagnosed with 
borderline for over 10 years and it’s almost impossible to research as it’s too painful.
(14 -  15m) Indifferent because the explanation was read straight out of the manual and 
wasn’t personalised for me. Was also complex and should have been simplified. Also my 
therapist used metaphors, which often didn’t make sense.
(21 -  14m) I understood how DBT can help with the diagnosis but I’m confused about the 
diagnosis itself.
7. In an overall, general sense, how satisfied are you with the therapy you 
received?
(26 -  5m) Very satisfied, has helped me a lot 
(10 -  23m) When I’m in ‘wise mind’
(21 -  14m) I would have preferred to have psychotherapy but this was definitely something 
I would recommend to people
8. Was the telephone consultation component of DBT an important part of 
therapy?
(5 -  8m) Have not used this much (don’t feel it is emphasised enough by therapists)_______
113
(1 1 -  4m) Can’t remember really...
(22 -  3m) I never used it as I don’t like talking on the phone 
(26 -  5m) Did not have this as far as I can remember
(4 -  21m) I can understand how it might be useful but I don’t use the phone to call people 
so never made use of it.
(10 -  23m) Learning to use this resource caused me great stress and a sense of mistrust -  
found it very hard to utilise and after a year I’m just about comfortable with it.
(14 -  15m) Didn’t have it - 1 don’t remember if  it was offered
(21 -  14m) I didn’t ring up very much
(25 -  21m) Yes even if one doesn’t use the service frequently I think it’s verv important to 
know it’s available.
9. How satisfied are you with the availability of your DBT therapist?
(1 1 -  4m) Some times I feel a bit left to see if I do stuff on my own 
(22 -  3m) I never tried to contact them
(10 -  23m) Even if  it’s not straight away I know that my message will be heard and later 
discussed. My therapist always responds at some point -  very good.
(14 -  15m) Really inconsistent, groups and individual therapy was postponed, group 
facilitators kept changing
10. If a friend were in need of similar therapy, would you recommend our service 
to him or her?
(22 -  3m) It would completely depend on the person and whether I thought they would get 
on well with DBT.
(26 -  5m) Meeting clients with BPD is my job and would recommend although it’s not 
available in Essex.
(10 -  23m) For anyone with borderline it’s a ‘MUST’ even if that diagnosis does not apply 
-  it’s accessible to all.
(14 -  15m) Despite difficulties I am still satisfied in the long run to the point where I am
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now doing DBT again. The expertise and skill has noticeably improved
11. Are there any parts of DBT that you liked more than others?
(2 -  10m) Mindfulness was difficult but worthwhile
(11 -  4m) Don’t know
(1 2 -  11m) The individual therapy was fantastic but group was very poor -  trainers had 
poor knowledge and skill to manage very vulnerable people. They were still being trained 
themselves.
(22 -  3m) I much preferred the individual sessions; I think you should be able to do the 
skills training on an individual basis.
(26 -  5m) Mindfulness and identifying emotions
(4 -  21m) Diary cards as they raised my awareness of how I was actually feeling and 
allowed me to acknowledge situations that have happened during the week that led to 
distress.
(10 -  23m) One to one more than group
(14 -  15m) Updated version of the manual to include metaphors and examples that are 
more up-to-date e.g. stroking a fur coat in a department store.
(20 -  14m) All three modules were helpful
(21 -  14m) The group sessions and the homework
(25 -  21m) I really liked having two people conducting the group
12. Have you any suggestions for how the delivery of DBT can be improved?
(2 -  10m) E-mail contact with individual therapist. Member(s) of the crisis line to be more 
familiar with DBT techniques. DBT as originally devised has a number of stages. I feel 
more benefit could have been gained if further stages were offered i.e. ‘making life worth 
living’ beyond reducing self-harming behaviour
(5 -  8m) More emphasis on using telephone support or check-in calls maybe.
(5 -  8m) Better time of day of skills group
(1 1 -  4m) Not really
(1 2 -  11m) Not to run a group until trainers are well versed and skilled in understanding 
and delivering DBT.____________________________________________________________
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(12) Clients who have been through DBT to be trained to help support or deliver skills in 
the group -  benefit of lived experience
(22 -  3m) I think it could be made a lot simpler as there are many different homework 
sheets/diaries/skills sheets etc and when you are doing DBT as well as working or studying 
full time it is just to time consuming.
(4 -  21m) Complex handouts to be simplified and stop using the label -  make it more 
personalised, more human as BPD is not our fault
(10 -  23m) More accessible reading material on the symptoms and behaviours and reasons 
for the disorder.
(10) Found it very disruptive having replacement leaders when attending the group. But 
find it EXTREMELY reassuring that the therapists meet weekly to discuss clients and to 
‘check things out’. Good boundaries are a necessity for good therapists. Having a 
‘graduate group’.
(1 4 -  15m) Consistency of therapists.
(21 -  14m) I think that the individual therapists should be more sympathetic o f self- 
harming behaviour and more supportive in helping people to stop self-harming.
(25 -  21m) It seems 1-2 weeks of an ‘introductory’ group and ground rules each section 
(i.e. emotional regulation) is a lot to do each time.
(25) Thank you! I’m happy to participate in any other feedback regarding DBT, it has 
changed my life.
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SRRP Feedback
R oyaliQ South West London and St George's
J K jL I l^ S tO n   Mental Health NHS Trust
NHS
New Malden Community Mental Health Team
Roselands, 163b Kingston Rd, New Malden, Surrey KT3 3NN
Tel: 020 8336 2848 
Fax: 020 8336 2839 
E-mail:NMCMHT @xbk.kingston. gov.uk
7"’July 2011
Re: Dialectical behaviour therapy (DBT): How satisfied are clients with the service 
provided?
This letter confirms that on Thursday 7^  ^July, Chris Marshall, trainee clinical psychologist at 
the University of Surrey, who I supervise on placement at New Malden Community Mental 
Health Team, completed a presentation of his Service Related Research Project to the 
Kingston DBT team.
Yours sincerely
Malcolm Simpson
Clinical Psychology and DBT Service Co-ordinator
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Research Log
1 Formulating and testing hypotheses and research questions x
2 Carrying out a structured literature search using information technology and 
literature search tools
X
3 Critically reviewing relevant literature and evaluating research methods X
4 Formulating specific research questions X
5 Writing brief research proposals X
6 Writing detailed research proposals/protocols X
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
X
8 Obtaining approval from a research ethics committee X
9 Obtaining appropriate supervision for research X
10 Obtaining appropriate collaboration for research X
11 Collecting data from research participants X
12 Choosing appropriate design for research questions X
13 Writing patient information and consent forms X
14 Devising and administering questionnaires X
15 Negotiating access to study participants in applied NHS settings X
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews X
23 Transcribing and analysing interview data using qualitative methods X
24 Choosing appropriate qualitative analyses X
25 Interpreting results from quantitative and qualitative data analysis X
26 Presenting research findings in a variety of contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X
29 Submitting research reports for publication in peer-reviewed journals or edited book X
30 Applying research findings to clinical practice X
Abstract o f Qualitative Group Project
The research question this study explored was how people make sense of their experiences of 
listening to live music, examined through the lens of Interpretative Phenomenological 
Analysis (IPA). Four participants (one female and three males), aged between 20 and 35 were 
selected purposively to explore how adults make sense of the experience of listening to live 
music in relation to issues of emotional modulation, influence of subculture and effects of 
shared experience. Data was collected through the use of a semi-structured interview and later 
analysed using IPA. An IPA approach was chosen based on the epistemological position of 
the research question such that this study was specifically interested in how experiences are 
understood and made sense of. Three superordinate themes emerged from the data, which 
concerned three types of experience, 1) the personal experience of listening to live music; 2) 
the interpersonal experience in terms of sharing the experience with friends and family; 3) the 
shared experience of being part of a crowd and how this relates to social identity. These 
findings provide further evidence for the nature of music subculture and the effects of 
listening to live music on mood.
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Is there a relationship between cognitive executive functioning and 
independent community participation in a sample of adults with a learning 
disability?
Chris Marshall
A thesis submitted in partial fulfilment of the requirements for the degree of Doctor of 
Clinical Psychology by the University of Surrey
September 2014
19,963 words (excluding references, figures in tables and appendices)
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Abstract
Introduction:
Improving the social inclusion of adults with a learning disability (LD) has been a continuing 
endeavour over the past two decades. Community participation, as one indicator of social 
inclusion has been an area of interest for policy makers and researchers due to the association 
between reduced participation and mental health problems. Despite research and numerous 
policies (e.g. ‘Valuing People’) aimed at improving community participation for adults with a 
LD, there appears to be no improvement. One area that has received scant attention is how 
cognitive executive functioning might be associated with community participation.
Method:
In a cross-sectional design, 52 adults with a learning disability were administered a series of 
tests examining cognitive executive functions of working memory, cognitive inhibition and 
cognitive flexibility. The study focussed on participation without supervised support defined 
as independent community participation (ICP). The Guernsey Community Participation and 
Leisure Assessment questionnaire (GCPLA; Baker, 2000) was used to measure the number of 
different activities taken part in.
Results:
Working memory, as measured by the Tower of London (ToL) task was positively correlated 
with ICP (on own) (r = .29; C /=  .11, .50; p  = .04.). Another measure of working memory 
(Digit Span) was also correlated with ICP (on own + peers) (r = .29; C/ = .01, .54; p  = .04). A
121
regression model showed that only scores on ToL (p = .04) predicted ICP (on own). A second 
regression model showed that only scores on Digit Span {p = .04) predicted ICP (on own + 
peers). In both models, the remaining predictor only explained only 7% of the variability in 
scores. No other significant associations were obtained.
Discussion:
The role working memory has in planning activities may be an important aspect of 
independently participating in community activities. Reduced statistical power may explain 
why associations were not found between ICP scores and cognitive flexibility and cognitive 
inhibition. Further research with a larger sample together with a more comprehensive 
assessment of executive functioning is required.
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INTRODUCTION
Improving the social inclusion of adults with a learning disability (LD) has been a continuing 
endeavour over the past two decades. Community participation, as one indicator of social 
inclusion has been an area of interest for policy makers and researchers due, in part, to the 
association between reduced participation and mental health difficulties (Gannon & Nolan, 
2006; Jenkins & Rigg, 2004; Wolman, Resnick, Harris & Blum, 1994). The concept of 
community participation has been the topic of debate and has been defined by some as the 
opportunity for adults with a LD to participate in all dimensions of social, political and 
community life (Menard, 1997; Ryan, 1997). This definition, although not explicitly stated, 
appears to include participation regardless of whether it is facilitated by carers or achieved 
independently (i.e. without supervised support). Perhaps as a result, the majority of research 
has not distinguished between participation with and without support. A great deal of research 
(e.g. Emerson, 1985; Emerson & Hatton, 2007; Mansell, 1994, 1995) has been conducted in 
which conclusions have been made that community participation for people with a LD is so 
important that improving participation has become a key part of numerous Government 
policies (e.g. ‘Valuing People’, Department of Health, 2001). Despite research and policies, 
there has been very little change in how much adults with a LD take part in community 
activities (Abbott & McConkey, 2006; Baker, 2007; Hall, 2005).
One area of research that has received little attention is the role of cognitive executive 
functions in community participation, despite their acknowledged importance in goal-directed 
behaviour (Diamond, 2013). This study aims to investigate this in adults with a learning 
disability. The focus will be on community participation undertaken without support from
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carers, as it is hypothesised this will require the individuals to rely on their own abilities to 
participate.
This introduction will start by looking at the concept of community participation and 
then the history of community participation before examining some methods of assessment 
and factors associated with community participation. It will be noted that the majority of the 
studies reviewed have not distinguished between supported and independent participation. A 
proposal will then be given for why it is important to consider the influence of cognitive 
executive functioning (as opposed to other types of executive functioning) on community 
participation and further information as to why it is necessary to focus on independent 
community participation as opposed to other types.
1.1. Methodology for the literature search
Two methods for identifying relevant papers were used: (a) electronic search with a 
combination of key terms (social inclusion/social exclusion, community participation, social 
interaction, intellectual disability/learning disability. Government policy/agenda, executive 
functioning/hmctions, cognitive, self-regulation, emotion, motivation, inhibition, cognitive 
flexibility, models/conceptualisations of executive functioning, adaptive 
behaviour/functioning, intellectual functioning, working memory, measures, instruments, 
accommodation) on academic search engines (Web of Science, Web of Knowledge, 
PsycINFO and Google Scholar); (b) follow-up references in relevant papers and publications. 
Journal and book searches were conducted between October 2011 and July 2013. Two 
hundred and sixty two articles were initially identified. Articles that were not peer reviewed 
or published in English were excluded. The exceptions to this were unpublished doctoral
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dissertations relevant to the project title. After applying exclusion criteria one hundred and 
sixty one articles were selected.
1.2. The concept of community participation
The term community participation and its definition has been the source of much debate 
(Boardman, 2010). Ryan (1997) has defined community participation ‘as the opportunity to 
fully participate in all dimensions of social, political and community life’ (p. 19). This 
definition is often favoured because of its emphasis on people with a LD being active 
members of their community rather than passive bystanders (Bray & Gates, 2003) and 
provides a means by which community participation can be measured. Issues relating to 
measuring community participation will be considered in section 1.4.
Community participation has been a key element in services for people with a LD 
since the concept of ‘normalisation’ began to influence care in the late 1970s (Niije, 1970) 
followed by later theories such as social role valorization theory (Wolfensberger, 1983). This 
theory emphasised the importance of helping individuals to be present in society and to 
support them in attaining socially valued roles. Social role valorization was prescriptive in 
what made for a “good life” for people with a LD, stressing valued social roles and 
‘accomplishments’ namely community participation presence, community presence, choices, 
competencies and respect (O’Brien and Lyle, 1987). Community participation has also been 
emphasised as being ‘both an aim of de-institutionalisation and a process by which other goals 
are achieved’ (Emerson, 1985, p. 280). Research over the past twenty years within the 
population of adults with a LD has shown improved community participation to be associated
131
with better mental health (e.g. Gannon & Nolan, 2006; Jenkins & Rigg, 2004; Wolman, 
Resnick, Harris & Blum, 1994).
1.3. The history of community participation of people with a learning disability in 
Britain
In 1980, the Kings Fund published ‘An Ordinary Life’, which amongst other objectives set out 
to guide both the development and evaluation of community based residential services. This 
movement towards community based services was backed up by a range of government 
policies such as the White Paper ‘Better Services for the Mentally Handicapped’ (1971) and 
the Health and Community Care Act (1990). In 2001, the government published the White 
Paper ‘Valuing people: a new strategy for learning disability for the 21®^  century’, in response 
to recognising that despite the progress made in closing large institutions and developing 
services in the community, ‘people with learning disability are among the most vulnerable and 
socially excluded in our society’ (p. 2, Valuing People, 2001). The White Paper with its focus 
on rights, choice, independence and inclusion aimed to help people with a learning disability 
and their families ‘to live full and independent lives as part of their local communities’ 
(Valuing People, 2001, p. 2). Yet despite these laudable aims and the legislation that was put 
in place to support them in Britain, such as the Human Rights Act (1998) and the Disability 
Discrimination Act (1995, 2005), people with a LD continued to experience barriers to their 
participation in society (Townsend-White et al., 2012; A life like any other, 2008) and access 
to services (Healthcare for all, 2008). The government responded in 2009 by producing a 
new, updated policy, ‘Valuing People Now; A new three-year strategy for people with
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learning disability’ reaffirming the principles of Valuing People (DH, 2001) and outlining the 
government’s commitments and proposed actions to try to ensure change.
1.4. Models of human functioning, how they relate to learning disability and the role 
of community participation
The World Health Organisation (WHO, 2001) and the American Association on Intellectual 
and Developmental Disabilities (AAIDD; Luckasson et al, 1992, 2002) have been responsible 
for proposing theoretical models of human functioning. These models were devised in order 
to understand how diseases and disorders impact on everyday functioning. Both models can 
be used to understand how functioning is impaired for those people with a LD. The AAIDD 
model suggests that a learning disability is a state of functioning that is impaired and interferes 
with their engagement in everyday activities. Luckasson and colleagues (2002) proposed five 
areas as important for examining the level of human functioning. These included intellectual 
abilities, adaptive behaviour, health, context and participation. Participation related to the 
functioning of the individuals in society.. .refers to roles in the areas of home living, work, 
education, leisure, spiritual and cultural activities’ (p. 316). This model makes clear that 
participation in community activities is one factor important to optimum human functioning 
and should therefore be considered as an area of study for people with a LD. However, one 
drawback to this model lies in the absence of an explanation about how these five dimensions 
might interact with each other (Rosenbaum and Stewart, 2004). In contrast, the International 
Classification of Functioning, Disability and Health (IGF; WHO, 2001) provides a theory as to 
how the biological, social and psychological processes interact to influence human 
functioning. Their model, as applied to individuals with a LD, proposes that personal factors
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(e.g. intellectual and adaptive functions) interacts with environmental issues (e.g. Government 
policies and discriminatory practice) to influence life habits. The ICF defines life habits as 
‘the daily living activities and social roles valued by the person, which ensures their survival 
and well-being in their society throughout their lifetime’ (p. 124). The ICF explicitly states 
that community participation is a key life habit that has the potential to impact on human 
functioning. Furthermore, Verdonschot and colleagues (2009) concluded from the ICF that 
community participation should be considered ‘an essential dimension’ whereby ‘support 
policies and actions should include the facilitation of community participation in the daily 
lives of people with ID (intellectual disability)’ (p. 304).
Despite being enshrined in philosophies of care, policies and legislation, community 
participation continues to be difficult to achieve for people with a LD, which has the potential 
to be detrimental to human functioning according to models. Community participation 
remains significantly lower for people with a LD compared to the general population. For 
example.
Hall and colleagues (2005) found that adults with a mild LD were significantly less likely to 
access community groups compared to adults in the general population. Furthermore, Baker 
(2007) found using a validated questionnaire. The Guernsey Community Participation and 
Leisure Assessment (GCPLA), that the number of community activities engaged in by people 
with a LD was significantly less than neurotypical adults. Given that community participation 
is considered an important factor for human functioning these findings are of concern.
In terms of the number of activities adults with a LD take part in, Eliason (1998) 
obtained data revealing that adults with a LD participated in an average of five events per 
week outside of their home: however the nature of these activities was not described. In terms
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of frequency of activities engaged in within the community, Ager and colleagues (2001) 
reported that all adults with a LD in their sample («=76) took part in at least one activity 
within their community once a week and that most engaged in those activities with supervised 
support. However, they did not indicate whether participants required supervision because of 
their functional and intellectual needs or because providing support was routine policy.
In terms of engagement in community activities without supervised support, Abraham 
and colleagues (2002) reported that only 12% of their sample (« = 50) took part in community 
activities with peers on a weekly basis while Baker (2000) obtained findings that adults in the 
general population took part in approximately 20 activities a week with peers compared to 
adults with a LD who engaged in just one activity per week with friends. Participation in 
activities with friends is considered an important determinant for optimal human functioning. 
The reasons for this discrepancy are unclear. It is possible that adults with a LD prefer to 
socialise in home-based activities, which were not reported in Abraham and colleagues (2002) 
and Baker (2000) studies. Adults with a LD may prefer their own company or perhaps they 
wish for social contact but have difficult establishing and maintaining relationships.
In the next section, attention will turn to how the process of measuring community 
participation developed.
1.5. Assessing community participation
Despite the importance of assessing community participation, there does not appear to be a 
universally agreed way of measuring it for people with a LD. Two early methods focused on 
simple activity diaries and direct observation (Baker, 2000). However, simple activity diaries 
have been criticised as significant discrepancies can be found when comparing diaries with
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what was actually observed (Groth-Mamat, 2005). Direct observation was considered too 
resource heavy given the amount of observation time required to gain a reasonable sample of 
typical behaviour (Mansell, 1994). Alternative methods that have attempted to address these 
limitations include interviews and questionnaires. Despite these two methods often having 
similar problems with reliability as simple activity diaries (i.e. difference between what is 
recorded by participants and the facts), interviews and questionnaires are often preferred due 
to their ease of administration, ability to sample meaningful time periods and opportunity for 
validation (Groth-Mamat, 2005). They can also provide quantifiable information about 
participation that can be compared against other groups and individuals (Baker, 2000). 
However, some consider stmctured interviews to be time consuming in terms of data 
collection (Bryman, 2012).
Although there are a number of questionnaires measuring community participation, 
few have been validated. In their systematic review of empirical findings relating to 
community participation of adults with a LD, Verdonschot and colleagues (2009) adhered to a 
rigorous criterion for identifying articles. Of the 23 selected papers, only four employed 
validated questionnaires to measure community participation. The first questionnaire of 
interest, the Index of Community Involvement (ICI; Raynes, Sumpton & Pettipher, 1989a, 
1989b), measures the frequency of engagement in 15 community-based activities within the 
preceding four weeks. A limitation of the ICI is that due to it being published twenty five 
years ago there are concerns about the relevance of the activities (Muir, 2013). Muir has also 
pointed out that the ICI offers a fairly narrow range of activities for respondents to select 
from, suggesting that the full spectrum of community activities may not be captured by the 
ICI. In contrast. The Life Experiences Checklist (EEC; Ager, 1998) offers participants an
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extensive range of activities to choose from. The LEC comprises 50 structured questions 
covering leisure, home activities and relationships. However, examination of the activities 
revealed that using the LEC to assess community participation is problematic because many of 
the areas do not appear to relate to engagement in activities out in the community. The Social 
Network Questionnaire (Krauss & Erickson, 1988) is similarly limited. It is concerned with 
recording the number of people routinely made contact with. A particular strength of this 
questionnaire are questions about whether support is provided by the people they have contact 
with, which is rarely asked in studies examining community participation. However, the 
questionnaire was constructed on community participation being associated with social 
interactions rather than actual involvement in community activities. The final questionnaire is 
the Guernsey Community Participation and Leisure Assessment (GCPLA; Baker, 2000). The 
GCPLA overcomes the limitations inherent in questionnaires previously discussed and has 
good validity and reliability (see section 2.5. for further details). These psychometric 
properties suggest that the GCPLA is valid for purpose and sufficiently reliable that 
conclusions can be drawn on the data obtained. It has a wide range of activities for 
participants to select from thereby overcoming a limitation of the ICI and it separates out 
support from independent participation. In addition to these advantages the GCPLA has been 
employed by other studies investigating community participation for people with a LD (e.g. 
Muir, 2013; Pilling, McGill & Cooper, 2007; Robson & Dickson, 2011).
The final part of this section relates to research that has examined the environmental 
and personal factors that can both hinder and facilitate participation.
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1.6. Factors associated with community participation
A great deal of research (e.g. Abbott & McConkey, 2006; Abraham, Gregory, Wolf & 
Pemberton, 2002; Kozma et al., 2009; McConkey, 2007; O’Rourke et al., 2004) has been 
conducted examining internal (e.g. adaptive functioning and social competence) and external 
(e.g. accommodation and location) factors that appear to influence the likelihood of adults 
with a LD participating. Abbott and McConkey (2006), using a focus group methodology 
with 68 adults with a LD, asked participants about their ideas on internal and external barriers 
to participation. Some thought the location of their accommodation prevented participation, 
while others noted that support from a carer was an important determining factor. Adults with 
a LD are provided with varying levels of support for carrying out activities of everyday living 
and research has shown (Jones, et al., 1999; Mansell, 1995) that supervised support from a 
carer is important for facilitating community participation. It has also been reported that 
personal attributes such as social competence and adaptive functioning (Kozma et al., 2009) 
have been found to predict use of community facilities. These attributes, therefore, appear to 
be important in enabling adults with a LD to take part in community activities independently.
However, conclusions that studies have made about individual abilities and community 
participation can be questioned because level of support has frequently not been taken into 
account. This is a problem because the support a person with a LD receives may serve to 
diminish the important role individual abilities may have in facilitating community 
participation. Therefore, in order to elucidate the influence of individual attributes there is a 
clear need to separate community activities into those requiring supervised support and those 
that do not. Community activities taken part in without supervised support from a carer are 
defined in this project as independent community participation (ICP).
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Amongst the individual factors that have been associated with community 
participation, executive functioning would appear to be important as it is theorised as being 
necessary for individuals to work towards pre-determined goals (Lezak, 1995). However, 
executive functioning has received very little attention, which is somewhat surprising. The 
introduction will now turn to an examination of executive functioning.
1.7. Executive functioning
Executive functions are thought to have a central role in human adaptive behaviour (Ardila & 
Surloff, 2004), enabling humans to function and adapt within environments that are constantly 
changing (Miyake & Friedman, 2012). Research has shown that executive functioning has a 
role in influencing life outcomes for adults who do not have a diagnosed LD. For example, 
deficits in executive functioning have been associated with mental health problems (Barch, 
2005) and anti-social behaviour resulting in criminal convictions (Ogilvie, Stewart, Chan & 
Shum, 2011). In a recent review of the literature, Barkley (2013) concluded that a common 
theme in the multitude of definitions of executive functioning is its role in assisting 
individuals to achieve a particular goal that benefits the individual.
1.7.1. Theories o f executive functioning
Early cognitive models focussed on the Pre-ffontal Cortex (PFC) as being the vessel in which 
EFs were housed (Barkley, 2013). These early models (e.g. Bianchi, 1922; Luria, 1966, 1976) 
proposed the PFC to be responsible for planning, regulating and monitoring behaviour. In a 
paper published in 1996, Pennington and colleagues concluded it was highly probable that
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some EFs existed in brain regions outside of the PFC breaking with traditional thinking that 
executive functions were all located within the PFC.
Theories derived from clinical observations of patients began attempts to explain the 
cognitive underpinnings of the executive system. These included Stuss and Benson’s (1986) 
hierarchical model, Foster’s (1997) theory of cross-temporal organisation (1997) and 
Duncan’s (1986) theory of goal neglect. It is outside the scope of this paper to explain all 
these models in detail, but what they have in common are attempts to provide an explanation 
for how goal-directed behaviour is initiated. An alternative cognitive approach attempted to 
explain EFs within an information-processing paradigm (e.g. Borkowski & Burke, 1996). 
Many of the models of executive functioning have focused solely on the cognitive 
components. This has been criticised for not taking into account other hypothesised important 
processes, such as social functioning, self-regulation and motivation and their role in 
facilitating in goal-directed behaviour. Cognitive models have been largely developed based 
on clinical observations of individuals with PFC damage and/or cognitive executive 
functioning deficits. Barkley (2013) also notes that social functioning deficits, problems with 
motivation and emotional dysregulation are common complaints for those adults with damage 
to their PFC. However, social functioning difficulties they are rarely taken into account in 
cognitive models. Indeed, Eslinger (1996) views the social problems resulting from 
impairments in executive functioning (e.g. lack of empathy, impulsive speech) as a serious 
complication, citing associated social pathology that greatly diminishes an individual’s ability 
to develop and maintain social relationships. The issue of why cognitive models have 
dominated the landscape of executive functioning research will be addressed shortly. First, 
there will be a consideration of efforts to combine cognitive and social components.
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Hybrid models are those that have incorporated the cognitive and social facets of 
executive functioning (Barkley, 2013). Lezak (1995), an early proponent of the hybrid model 
pointed out that EFs should relate to ‘whether a person goes about doing something’ (p. 41) 
whereas ‘questions about cognitive functions are generally phrased in terms of what or how 
much’ (p. 42). Lezak (1995) proposed four EFs of volition, planning, purposive action and 
effective performance that require the cognitive, behavioural and emotional components to 
work effectively together to achieve a selected goal. Other hybrid models of executive 
functioning have also been proposed (e.g. Barkley, 1997; Fuster, 1997 and Stuss & Benson, 
1986). In these models, attention has been paid to the role emotion plays in regulating 
motivation levels enabling planned actions and goals to be evaluated, which contributes to the 
successful completion of tasks.
Despite the emergence of hybrid models, cognitive models of executive functioning 
have prevailed while other models that either solely focus on non-cognitive aspects or those 
that attempt to incorporate them have tended to be marginalised or ignored (Diamond, 2012). 
A potentially useful way to categorise models of executive functioning and to aid clarity is to 
apply the dichotomy of ‘hot’ and ‘cold’ EFs. These terms are credited to Abelson (1962) who 
explained that ‘hot cognition refers to cognition dealing with affect-laden objects while cold 
cognition described cognition associated with problem solving.’ (p. 277). Zelazo and 
colleagues (1992) elaborated further by referring to ‘cold’ EFs (e.g. planning, problem­
solving) and ‘hot’ EFs (e.g. emotional and social regulation).
The ‘cold’ EFs have received far greater attention for a number of reasons. Barkley 
(2013) argues that research has predominantly focussed on the ‘cold’ EFs, due to the historic 
clinical orientation of ‘clinicians and neuroscientists studying such patients in isolation.. .for
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relatively short periods of times.. .using EF measures that are largely ‘cold’ and cognitive in 
nature that would miss aspects of (social and emotional) functioning.’ (p. 25). This issue is 
further emphasised by Sbordone (2005) who argues that training in professional psychology 
used to primarily focus on the administration of specific neuropsychological tests with 
reduced attention on the neurobehavioral presentation following brain injury or developmental 
delay. It has also been pointed out that measuring and interpreting self-regulation and 
emotional states in people with executive functioning impairments is problematic because of 
the small number of available tests and issues with their reliability (Barkley, 2013). For 
example, self-regulation (ability to control and regulate emotional states; Mischel & Ayduk, 
2002) is often measured through self-report questionnaires (e.g. The Self-regulation 
Questionnaire; Brown, Miller & Lawendowski, 1999) or via ratings provided during 
observation of their patients in real-world settings (Kochanska, Philibert & Barry, 2009). One 
of the main threats to reliability of self-report questionnaires is that researchers and clinicians 
may assume that people have good insight. However, research has indicated that people with 
executive functioning impairments frequently do not answer questions about their 
impairments correctly suggesting poor insight (Bogner, 2010). Alternatively, the shame 
associated with deficits may influence responding. The second method of observer ratings is 
also limited because of expectancy and social desirability biases (Groth-Mamat, 2009). These 
reasons may provide one explanation for why neuropsychological measures, which 
predominantly target cognitive EFs and can be administered under controlled conditions, are 
frequently preferred.
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1.7.2. Neuropsychology and executive functioning: The tripartite model o f  cognitive 
executive functioning
Authors over the last decade (e.g. Brydges et al., 2012; Diamond, 2013; Willcutt, Doyle,
Nigg, Faraone & Pennington, 2005) have cited the tripartite model as currently providing the 
most comprehensive model of cognitive executive functioning to date. The tripartite model 
(Miyake, Friedman, Emerson, Witzki & Howerter, 2000) proposes that executive functions 
can be placed into a hierarchy. This organisational structure contains lower- and higher-order 
EFs. Furthermore, it is theorised that lower-order EFs are primary constructs that underpin 
and enable higher-order EFs to function successfully (Miyake & Friedman, 2012). An 
example of higher-order EFs would be the four components of Lezak’s (1995) hybrid model 
of executive functioning i.e. volition, planning, purposive action and effective performance.
This tripartite model arose through attempts to overcome the ‘task impurity’ problem 
(i.e. cognitive tests of EFs are hypothesised to measure both EF and non-EF constructs) 
through latent variable analysis. This analysis strategy enabled Miyake and colleagues (2000) 
to examine the degree to which a specific cognitive EF contributed to the overall results of a 
battery of cognitive EFs. The benefit to this method is that it enables researchers to establish 
the construct validity of specific cognitive EFs. Analysis of a number of tests purporting to 
measure cognitive EFs (e.g. Wisconsin Card Sorting Task, Tower of London task and Stroop 
test) with a large sample of college students revealed three, differentiated, lower-order 
cognitive EFs. These were cognitive flexibility, working memory and cognitive inhibition. 
Research has investigated the validity of this model. For example, neural imaging (Wager, 
Jonides & Reading, 2004) and clinical neuropsychological research (Stuss et al., 2002) have 
provided evidence of differentiation of these three cognitive EFs. Furthermore, conclusions
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from confirmatory factor analysis with children and adolescents aged between eight and 21 
(e.g. Friedman, Miyake, Robinson & Hewitt, 2011; Huizinga, Dolan & van der Molen, 2006; 
Lehto, Juujarvi, Kooistra & Pulkkinen, 2003) and adults (e.g. Miyake, 2009; Vaughan & 
Giovanello, 2010) suggest that this model may be a suitable theoretical framework from 
which to study cognitive EFs (Best & Miller, 2010).
One of the benefits for a hierarchical structure of EFs is the ability to more formally 
operationalise each of the lower-order processes allowing specific experimental hypotheses to 
be made.
Cognitive inhibition has been operationalised as the ability to control one’s attention 
enabling ‘us to selectively attend, focus on what we choose and the suppression of attention to 
other stimuli’ (Diamond, 2013, p. 137). It can be hypothesised that the inability to focus on a 
chosen goal and resist the urge to direct attention to other competing stimuli in the 
environment would lead or contribute to the failure of achieving the specific goal at hand. In 
terms of everyday functioning, Moffitt and colleagues (2011) found that better inhibitory 
control on psychological measures (and other measures of behavioural self-control) was 
shown to be predictive of positive life outcomes in their 32-year longitudinal study (Moffitt et 
al., 2011).
The second of the three lower-order cognitive EFs, working memory, has been defined 
as the ability to hold information in mind so that it can be mentally manipulated (Smith & 
Jonides, 1999). It is clear that without a viably functioning working memory, our ability to 
make sense of situations that occur over time, make plans and problem-solve expected and 
unexpected difficulties would be impaired or impossible (Diamond, 2013). For these reasons.
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successful achievement of pre-determined goals is also reliant on adequate working memory 
capabilities.
The third and final lower-order EF, cognitive flexibility, is operationalised as the 
ability to ‘change how we think about something’ (Diamond, 2013, p. 149). In the process of 
working towards a goal there are often problems that arise which require solving. Applying a 
particular problem-solving strategy may not always work, leading to the requirement of new 
or modified strategies. The ability to be cognitively flexible is thought to enable this 
(Davidson, Amso, Anderson & Diamond, 2006).
1.7.3. Testing cognitive executive functions in the general population 
Within the general population a number of measures and batteries of tests are available for 
assessing cognitive EFs. Given the number of tests it is not possible to describe them all. 
Therefore, a selection of measures has been selected that are considered to be used most 
frequently in clinical practice (Lamar & Raz, 2007). Cognitive flexibility is typically assessed 
using the Trail Making Test Part B (TMT-B; Army, 1944) and the Verbal Fluency test 
(Spreen & Benton, 1969). Cognitive inhibition is measured through either the Stroop Colour 
Word Interference Test (Stroop, 1935) or one of its many variants. The final lower-order 
cognitive EF of working memory is often assessed through the Digit Span (Wechsler, 1981). 
Various assessment batteries also exist, which purport to measure both cognitive (‘cold’) and 
self-regulation (‘hot’) EFs. Two examples are the Delis-Kaplan Executive Function System 
(D-KEFS; Delis, Kaplan & Kramer, 2001) and the Executive Control Battery (ECB;
Goldberg, Podell, Bilder & Jaeger, 2000). One of the major criticisms levelled at these tests 
and batteries is poor ecological validity, which relates to how well the results of controlled
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tests generalise to performance in naturalistic settings. One battery that has attempted to 
address this issue is the Behavioural Assessment of the Dysexecutive Syndrome (BADS; 
Wilson, Alderman, Burgess, Emslie & Evans, 1996). The BADS consists of six tests and two 
questionnaires. The tests assess cognitive and behavioural EFs (e.g. utilization behaviour and 
perseveration). The questionnaires (Dysexecutive Questionnaire; DEX) are completed by the 
participant and an informant and are designed to assess how executive impairments impact on 
the individual’s everyday life and are a more naturalistic method for measuring EF 
impairments (Chamberlain, 2003). The BADS is also considered to provide a more 
comprehensive assessment of executive functioning because it provides useful information 
about behavioural and emotional regulation in addition to the tests of cognitive EF.
1.7.4. Predicting ‘hot ’ executive functioning abilities from performance on measures o f  
‘cold’ executive functioning 
Laboratory based studies examining purely the cognitive aspects of EF have attracted 
criticism. One issue often cited is that of reduced ecological validity (Goldstein, 1996). For 
example, a selection of studies has shown cognitive tests of EF to correlate poorly with ratings 
of EF in daily life activities in natural settings with adults (e.g. Burgess et al., 1998; Wood & 
Liossi, 2006). However, other research conducted using the lower-order cognitive EFs have 
predicted individual differences in everyday behaviours (e.g. Friedman et al., 2007, 2011; 
Young et al., 2009). For example. Young and colleagues (2009) obtained a large effect for a 
significant negative correlation between behavioural disinhibition and the three lower-order 
EFs of working memory, cognitive flexibility and cognitive inhibition. This finding indicated 
that better functioning of the three cognitive EFs was associated with fewer behavioural
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problems. Further research about how ‘cold’ EFs might be able to predict ‘hot’ EFs comes 
from a range of studies investigating emotional regulation (e.g. Gyurak et al., 2009; Gyurak et 
al., 2012; Hofmann, Schmeichel & Baddley, 2012; Payne, 2005; von Hippel & Gonsalkorale,' 
2005) that have shown cognitive EFs to be important predictors for an individual’s successful 
ability to self-regulate. If cognitive EF abilities can indeed predict an individual’s skill in 
regulating their emotional responses then it may be sufficient to measure cognitive EFs. 
However, further research is required to explore this.
The theories and research pertaining to cognitive executive functions described and 
discussed so far has related mostly to adults who do not have a diagnosed LD. The next 
section begins to consider the structure and measurement of executive functions of adults with 
a learning disability.
1.7.5. Executive functioning in adults with a learning disability
There is little research examining the structure of cognitive EFs in adults with a LD (Willner, 
Bailey, Parry & Dymond, 2010). However, based on the available findings from research 
conducted with adults with Downs’s syndrome (Ball, Holland, Treppner, Watson & Huppert, 
2008; Pennington, Moon, Edgin, Stedron & Nadel, 2003; Rowe, Turk & Lavender, 2006) and 
fragile X syndrome (Cornish, Kogan, Turk, Jacquemont & Hagerman, 2009; Woodstock, 
Oliver & Humphreys, 2009), it appears that the structure of executive functions closely 
resembles the tripartite model comprising the lower-order cognitive EFs described previously 
(Willner et al., 2010).
Executive functioning in people with a LD has been compared with adolescents who 
are considered to have average intellectual functioning. For example, Lanfranchi and
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colleagues (2010) investigated executive dysfunction in a sample of adolescents diagnosed 
with Down’s syndrome and compared their results to a control group of typically developing 
adolescents. Participants with Down’s syndrome performed more poorly across a range of 
executive functioning tests measuring cognitive inhibition, working memory and cognitive 
flexibility as well as other more ‘hot’ EFs such as social functioning. Other studies focussing 
solely on executive fimctioning abilities in the LD population have reported that cognitive EFs 
are usually impaired in people with a LD (e.g. Ball et al., 2008; Hippolyte, Iglesias, Van der 
Linden & Barlsnlkov, 2010; Kittler, Krinsky-McHale & Devenny, 2008; Rowe et al, 2006;
Su, Chan, Wuang, Lin & Wu, 2008).
1.7.6. Measuring executive functioning in adults with a learning disability 
Research investigating EFs in adults with a LD has focused primarily on measuring the 
cognitive elements of EFs using various neuropsychological measures (e.g. Barnard,
Muldoon, Hasan, O’Brien & Stewart, 2008; Rowe et al., 2006; Su et al., 2008). The available 
literature shows that many of the tests used are modified versions of the psychometrically 
valid and reliable measures employed for use with neurotypical adults. These tests have been 
adapted in order to facilitate understanding of test instructions and to avoid floor effects that 
might be obtained if the original tests were used with adults with a LD. Just as in the 
population of people who do not have a diagnosed LD, ‘hot’ EFs such as self-regulation have 
received very little attention for those with a LD. Studies have tended to focus on ‘hot’ EFs in 
children with a LD within the realm of education (e.g. Baird et al., 2009; Miranda, Villaescusa 
& Vidalabarca, 1997; Kim & Woo, 2000). Perhaps one reason for the neglect of ‘hot’ EFs is 
related to the wide range of neuropsychological measures available for testing cognitive EFs
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and the ease with which these tests can be modified. Another explanation may be due to the 
difficulties in accurately measuring self-regulation. In neurotypical adult populations, self- 
report questionnaires are typically employed. These rely on a certain level of intellectual and 
metacognitive ability that people with a diagnosis of a LD are highly unlikely to possess 
(British Psychological Society, 2001). This makes adapting these questionnaires extremely 
difficult. The alternative approach is to rely on both the individual’s and other people’s 
ratings. Within EF research with neurotypical adults, the Dysexecutive Questionnaire (DEX; 
Burgess et al., 1998) provides an example of how EF deficits can be identified in everyday 
situations. However, the DEX has not been normed on adults with a LD. For the reasons 
discussed above, measures which primarily tap cognitive EFs within more controlled 
environments continue to be preferred.
The final section of the introduction will provide a rationale for why cognitive EFs 
might be hypothesised to be associated with ICP in adults with learning disability together 
with research that has examined cognitive EFs and independent community participation 
(ICP
1.8. Cognitive executive functioning and independent community participation
An extensive literature search did not reveal any published studies that have examined 
cognitive EFs as a predictor of either independent or supported community participation in 
adults with a LD. This is surprising given that executive functions have been posited as being 
vital for all socially useful, goal-directed behaviour. Independently taking part in community 
activities would require a selection of behaviours to be undertaken in order to achieve such a 
goal. Therefore, it can be hypothesised that deficits in cognitive EFs might provide an
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explanation for why participation in community activities is low. This is important because 
the presence of a relationship may have the potential to inform the fiiture direction of research 
and subsequent policies about how community participation is to be improved.
Outside of the population of adults with a LD there is some research demonstrating an 
association between intact cognitive EFs and participation in community activities (e.g. Cahn- 
Weiner, Boyle & Malloy, 2002; Foster & Hershey, 2010; Pema, Loughan & Talka, 2012; 
Viscogliosi et al., 2011). Cahn-Weiner and colleagues (2002) found a medium effect (r = .44) 
for a correlation between cognitive flexibility (measured by Trail Making Test and Verbal 
Fluency) and scores on a general measure of independence (which included questions about 
engagement in independent community activities) in a sample of older adults living in housing 
communities. A later study by Pema and colleagues (2012) also investigated community 
participation (measured using the Mayo-Portland Adaptability Inventory) and cognitive EFs, 
but with adults with acquired brain injury. Large effect sizes were found for working memory 
(measured with Digit Span and Letter-Number Sequencing) and cognitive flexibility 
(measured with the WCST) suggesting that community participation was associated with 
better functioning cognitive EFs. Specifically, performance on Digit Span and Letter-Number 
Sequencing was strongly correlated with employment/further training (large effect) and 
transportation (large effect. These results suggested the better functioning working memory; 
the more likely it was for adults with an ABI to be in employment/training and to be 
independently using public transport. However, the authors did not indicate the level of 
supervised support provided to their participants, which suggests that associations found may 
be influenced by the nature of support as it can be hypothesised that support from carers or 
family members could act as a successful substitute for participants’ cognitive EF deficits.
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For this reason, degree of support needs to be considered when examining the 
relationship between cognitive EFs and engagement in community activities. In contrast, 
Foster and Hershey (2010) did not find a significant relationship between working memory 
(measured using a Serial Set task) and participation in community activities (identified 
through an Activity Card Sort) for adults with Parkinson’s disease (PD) even after controlling 
for the motor dysfunctions characteristic of PD. Foster and Hershey also administered the 
Dysexecutive Questionnaire (DEX) and reported large effect sizes for a significant 
relationship between responses on the DEX and community participation indicating that 
behavioural and emotional EFs may be important in enabling community participation. 
Therefore, it is possible that measurement of ‘hot’ EFs (through administration of the DEX) is 
more suited to examining potential relationships between executive functioning and 
community participation. However, this conclusion is problematic for two reasons. Firstly, 
Foster and Hershey only examined one aspect of working memory rather than the full range of 
lower-order processes associated with cognitive EF. Therefore, it is unknown as to whether 
cognitive flexibility and/or cognitive inhibition might be associated with community 
participation in this sample. A second reason is that participants were (again) not asked about 
level of support required to participate meaning it is not possible to draw conclusions about 
any potential influence of support in these relationships.
Thus far, research has shown an association between community participation and the 
cognitive EFs of cognitive flexibility and working memory. In a study focusing on the role of 
cognitive inhibition, Viscogliosi and colleagues (2011) investigated the relationship between 
the cognitive inhibition and participation in daily activities in a sample of older adults 
following rehabilitation from stroke. Cognitive inhibition capability was measured by a
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Stroop test while engagement in activities was recorded through participants completing a 
validated questionnaire (Assessment of Life Habits) that required participants to state their 
level of participation in 12 domains including activities in the community. It was found that 
cognitive inhibition was not associated with engagement in community activities. However, 
much like the Foster and Hershey (2010) study, the type and frequency of support was not 
reported, meaning the influence of supervised support on these results is unknown.
As previously stated, there is an absence of research examining the hypothesised 
relationship between cognitive EFs and independent community participation. This study, for 
the first time, aims to explore if ‘cold’ cognitive EFs (e.g. working memory, cognitive 
inhibition and cognitive flexibility) are predictors of independent community participation in 
community activities by adults with a LD. Cognitive EFs, rather than ‘hot’ EFs have been 
chosen as a starting point because of the availability of measures for use with this client group 
and because of research that suggests lower-order cognitive EFs are the building blocks for 
both higher-order cognitive EFs and other ‘hot’ EFs such as self-regulation of emotional 
arousal. It is important to measure independent community participation rather than 
participation that requires support. This is because being provided with support may greatly 
reduce the demands on cognitive EFs.
1.9. Prim ary research objective and hypotheses
1.9.1. Primary research objective
This study is interested in exploring whether the cognitive conceptualisation of executive 
functioning is associated with the number of independent community activities (i.e. activities 
undertaken without support from carers) that adults with a learning disability take part in.
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1.9.2. Primary hypotheses
i) There will be a significant positive correlation between working memory and 
independent community participation.
ii) There will be a significant positive correlation between cognitive flexibility and 
independent community participation.
iii) There will be a significant positive correlation between cognitive inhibition and 
independent community participation.
iv) The scores derived from measures of working memory, cognitive flexibility and 
cognitive inhibition will independently and jointly predict independent community 
participation.
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METHODOLOGY
2.1. Study design
The methodology chosen to examine the research question was a non-experimental 
correlational cross-sectional design in which participants’ cognitive EFs and ICP were 
examined at one specific point in time. Within the available correlational designs, a 
longitudinal approach was not deemed suitable due to the time constraints associated with 
doctoral research. A cross-sectional design was deemed the most appropriate given time 
limitations and the nature of the research question.
2.2. Participants and sample size
2.2.1. Participants
Participants were adults with a learning disability living in the Southeast of England. They 
were all residing in accommodation with supported living packages of care. Inclusion criteria 
for taking part in the research were:
• Being over 18 with a LD
• Residing in a supported living arrangement i.e. in possession of their own tenancy 
agreement and receiving support based on their individual needs
• Having the ability to verbally communicate. This was checked during administration 
of the Wechsler Abbreviated Scale of Intelligence (WASI; The Psychological 
Corporation, 1999). Participants who did not achieve any score were excluded 
because they were deemed to have insufficient verbal skills.
• Having the capacity to consent
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Exclusion criteria were:
• The presence of an autistic spectrum disorder
• Known severe challenging behaviour
• Severe sensory impairment
• A diagnosis of dementia
These exclusion criteria were selected because these difficulties would be likely to impact on 
participants’ level of ICP and so might be considered a confounding variable(s).
2.2.2. Sample size
The sample size required to detect a correlation (coefficient) as significantly different from 
zero with 80% power is 783 for a small effect size, 85 for a medium effect and 28 for a large 
effect (Cohen, 1992). For one of the hypotheses a general linear (regression) model was fitted 
with up to three independent variables. An a priori power calculation (power = 80%) to detect 
a medium effect size in the proportion of variation explained at the 5% level results in a 
sample size of 85 being required (Miles & Shevlin, 2001). Therefore the study aimed to 
recruit 85 participants as sufficient to conduct the regression modelling and detect correlations 
of medium effect size.
2.3. Measures to identify the presence of a learning disability
There are three core criteria for learning disability, namely significant impairment of 
intellectual functioning, significant impairment of adaptive/social functioning and age of onset 
before adulthood (BPS, 2001). A test of intellectual functioning; The Wechsler Abbreviated
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Scale of Intelligence (WASI; The Psychological Corporation, 1999) and an assessment of 
adaptive behaviour; The Adaptive Behaviour Assessment System-second edition (ABAS-II; 
Harrison & Oakland, 2003) was administered to participants in order to establish as best as 
possible whether they met the criteria for a diagnosis of learning disability. Psychometric 
properties of the WASI and ABAS-II can be found in Appendix A (A1 & A2).
2.4. M easurem ent of cognitive executive functioning
2.4.1. The Cambridge executive functioning assessment (CEFA-EF; Ball et a l, 2008)
The CEFA-EF was chosen as the main battery for assessing cognitive executive functioning. 
The CEFA-EF was chosen because factor analysis conducted by Willner and colleagues 
(2010) identified subtests of the CEFA-EF that appear to specifically measure each of the 
three lower-order cognitive EFs (i.e. working memory, cognitive flexibility and cognitive 
inhibition). The CEFA-EF has also been used in a number of published studies investigating 
executive functioning in adults with a LD (e.g. Ball et al., 2008; Rowe et al., 2006; Willner et 
al., 2010). An additional test. Digit Span, was chosen to measure verbal working memory. 
The rationale for selecting Digit Span together with a description will be provided in section
2.4.2.
The CEFA-EF, as a test battery, does not have published psychometric properties at 
this time. However, the individual subtests that comprise the CEFA-EF were selected by Ball 
and colleagues in order to comply with Pennington & Ozonoff s (1996) recommendations for 
areas of cognitive executive functioning that are available for neuropsychological assessment. 
In addition to complying with these criteria. Ball and colleagues selected tests on the basis that 
they had been used with participants with a LD before, ease of availability, brevity and the use
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of simple verbal instructions. Brief descriptions of each of the subtests, cognitive EFs 
assessed and psychometric properties can be found in Appendix A and B (for additional 
information see Ball et al., 2008).
The CEFA-EF was constructed according to specifications outlined by Rowe and 
colleagues (Rowe, Lavender & Turk, 2006). Administration of the CEFA-EF took 
approximately 45 minutes.
2.4.2. Digit span (Psychological Corporation, 1997)
Digit Span was selected to provide a measure of verbal working memory. The second 
administration of the test called digit span backwards is considered to be an excellent 
measure for assessing verbal working memory because it requires participants to store and 
manipulate the digits (i.e. reorder them) before answering (Diamond, 2013). The digit span 
test is part of the Wechsler Memory Scale -  Third Edition (The Psychological Corporation, 
1997). Digit span, as a subtest, has good split-half (.90) and test-retest (.83) reliability 
(Lichtenberger, Kaufman & Lai, 2001; Kaufman & Lichtenberger, 2009). Digit Span has 
been widely used to assess verbal working memory in the learning disability population 
(e.g. Rowe et al., 2006; Trainin & Swanson, 2005).
2.4.3. Tests used to measure lower-order cognitive executive functions
An overview of which tests were used to measure each of the three lower-order cognitive EFs 
is presented below in Table 1. Each test is purported to give a measure of a main cognitive EF 
based on factor analyses conducted by Willner and colleagues (2010) other than Digit Span, 
which is already known to assess working memory. Working memory was assessed by three
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tests. On each test, scores were summed with higher scores representing better functioning. 
Cognitive flexibility was assessed similarly by three tests. Cognitive inhibition was assessed 
by one test, again with a higher score representing better functioning. No overall score for the 
CEFA-EF was calculated because it may not be a good representation of participants’ 
cognitive EFs because they may perform very well in some tests, but not others. Due to the 
tests of working memory and cognitive flexibility measuring functioning in different 
modalities, a total score was not provided for the two cognitive EFs. Rather, scores were 
presented for performance on each test.
Table 1
Overview o f tests used to measure lower-order cognitive executive functions
Tests Main lower-order cognitive EF assessed Battery test derived from
Verbal Fluency Cognitive flexibility (verbal) CEFA-EF
Spatial Reversal Cognitive flexibility (visuo-spatial) CEFA-EF
Weigl Sorting Cognitive flexibility (visuo-spatial) CEFA-EF
Cats & Dogs Cognitive inhibition CEFA-EF
Tower of London Working memory (visuo-spatial) CEFA-EF
Scrambled Boxes Working memory (visuo-spatial) CEFA-EF
Digit span Working memory (verbal) WMS-III
158
2.5. Measure of independent community participation
The Guernsey community participation and leisure assessment (GCPLA; Baker, 2000) is a 
questionnaire based assessment designed to measure an individual’s ‘community-based 
activities, contacts and leisure activities both individual and social’ (p. 106, Baker, 2007). It 
was completed by both the support worker and participant, but independently of each other. A 
member of the research team provided guidance and support to participants as appropriate.
A copy of the GCPLA can be found in Appendix A (A6).
The questionnaire took approximately 20 minutes to complete. Participants (with 
support from a member of the research team) and their assigned support workers completed 
the GCPLA. They were presented with 53 different activities and instructed to indicate the 
frequency (‘never’, ‘very occasionally’, ‘three monthly or more frequently’, ‘monthly’, 
‘weekly’ or ‘daily’) in which they (or the support worker) thought they engaged with the 
activities. They were also instructed to indicate how much support (‘supervised’, ‘with carers, 
but not supervised’, ‘unaccompanied’ or ‘with a peer group’) they required in order to engage 
in the activities. At points where a participant rated an activity in more than one support 
category (i.e. go to the park unaccompanied and with my peer group), they were asked what 
usually occurred and this was entered in the support column. Activities included:
1) Services -  e.g. visiting the dentist
2) Public transport -  e.g. using the bus
3) Indoor leisure -  e.g. watching the television
4) Leisure, sport and recreation -  e.g. going to the park
5) Social -  e.g. visiting a friend’s house or room
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6) Facilities -  e.g. going to the supermarket
For the purposes of this research, the focus was on community participation. As per 
Baker’s (2000) instructions the ‘Community’ score was calculated by not including activities 
in the ‘Indoor Leisure’ section. The GCPLA ‘Community’ score (i.e. the number of different 
community activities rated as being accessed every three months or more frequently; max = 
46, min = 0) has been found to have good test-retest (two week) reliability (0.87), inter rater 
reliability (0.83) and internal reliability (0.93) (Further details can be found in Baker, 2000.)
In this project three scores were generated for independent community participation. The first 
two scores were generated according to scoring procedure in Baker (2000).
1. The first score (ICP -  on own) comprised the number of different community 
activities taken part in every three months or more unaccompanied, that is without 
being accompanied by carers or peers or being supervised by carers. This was 
calculated in order to examine the relationship between cognitive EFs and 
community participation without the influence of any supervision or support from 
carers.
2. The second score (ICP -  peers) was calculated similarly to ICP (on own). It 
comprised the number of different community activities taken part in every three 
months or more accompanied by a peer. Community activities taken part in with 
peers were included to capture the number of activities taken part in with friends 
independent of support from carers.
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3. The third score (ICP -  on own + peers) was calculated by adding the two scores 
together, that is ICP-on own and ICP-peers. This score represented the maximum 
number of community activities engaged in every three months or more either 
alone or with peers but without supervision or being accompanied by a carer.
In addition to the three total ICP scores (i.e. on own, with peers and on own + peers), 
information from the GCPLA was used to create two additional sets of scores.
1. For each participant, it was recorded if they took part in each of the activities. The 
number of activities participants took part in both on their own and with peers was 
summed to give a total score for each of the five categories. Ten scores were therefore 
created for each participant (i.e. five scores for activities taken part in on their own and 
five scores for those activities engaged in with peers).
2. The GCPLA (version used in this study i.e. indoor leisure section omitted) is 
composed of a number of different activities, which are categorised into five sections; 
services, transport, leisure and recreation, social and facilities. It was of interest to 
examine if certain activities were favored over others. For each activity, two scores 
were recorded. One score for how many participants engaged in the activity on their 
own, at least every three months and a second score for how many participants took 
part with a peer at least every three months.
It was originally planned that scores obtained on the GCPLA from both participants and 
support workers would be included the analyses. After data collection the decision was 
made to only analyse scores from the participant version. A number of factors contributed
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to this decision. In the first instance, support worker measures had not been completed for 
eighteen participants (34%). A Cronbach’s alpha for the consistency in scores, where both 
support worker and participants GCPLA were available revealed unacceptable reliability 
(a = .12). In addition, it was noted during data collection that the majority of participants 
received care from teams of support workers. Therefore, the support worker completing 
the GCPLA may not have been aware of all of their activities. The validity of information 
obtained on the participant forms may have been optimized because a member of the 
research team was able to work slowly through the questionnaire with participants 
prompting them to think through what activities they did on each day of the week.
2.6, O ther measures
2.6.1. Demographic characteristics questionnaire
A  demographic characteristics questionnaire was constructed by the research team (see section 
2.7.1 for details about the research team) in order to obtain information about the age, gender, 
number of hours of support received and the mental health status of each participant. Mental 
health status was asked in order to account for any effect serious mental health difficulties 
might have on community participation. A blank copy of the questionnaire can be found in 
Appendix A (A7). The questionnaire took approximately five minutes to complete.
2.6.2. Behavioural assessment o f  the dysexecutive syndrome -  learning disabled version 
(BADS-LD; Webb, 2007)
The BADS-LD was also administered in order to obtain data on executive functioning, which 
was to be used in a separate validation study so no results for it are included in this thesis. It
162
was also not appropriate to include the BADS-LD data as factor analysis has not been 
conducted within the LD population. For this reason it is unknown as to which sub-tests are 
measuring which lower-order cognitive EFs. Further details about the BADS-LD can be 
found in Appendix A (A5).
2.7. Procedure
2.7.1. The research team
The research team comprised the principal researcher who was a third year trainee clinical 
psychologist at the University in which the project was being supervised and two honorary 
assistant psychologists. All had experience of working with adults with a LD. The principal 
researcher received training in the measures from the clinical or field supervisor and other 
members of the training course team as part of their doctoral training. The principal 
researcher then provided training to the honorary assistant psychologists involved in the 
project. The training consisted of practice, role-play and live observation.
2.7.2. Participant and support worker recruitment
Following ethical approval (see section 2.9), three health and social care teams for adults with 
a LD in the south-east region of England were contacted about the research. All letters and 
forms used in the research can be found in Appendix C. Services that agreed to take part 
identified and contacted suitable participants asking for their permission to be sent an 
information sheet and consent form by a member of the research team. An information letter 
and consent form was also sent to support workers. A few days were provided to give 
potential participants and support workers time to read through the paperwork and discuss
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after which a member of the research team made contact by telephone. An initial check was 
made during this telephone call of the participant’s capacity to consent to the research (see 
section 2.8.1 for details). This included asking them if they agreed for their support worker 
to be involved. If participants did not agree to this, did not want to take part or were 
deemed unlikely to have capacity to consent then their involvement in the study ended. 
Otherwise a first appointment was arranged.
2.7.3. Procedure fo r  first appointment with participant
All appointments either took place in the participant’s home or day centre. At the beginning 
of the first appointment, capacity to consent was formally checked (see section 2.8.1 for 
details o f how this was achieved) and an opportunity to ask any questions was given. Both 
the participant and support worker signed the consent form. The WASI was administered 
first in order to assess verbal comprehension. The participant’s involvement in the project 
came to an end if  they did not score on the Vocabulary subtest as this indicated that they 
would not have sufficient verbal comprehension to complete the tests. Following the WASI, 
the BADS-LD was administered.
2.7.4. Procedure fo r  first appointment with support worker
The support worker was present throughout the process of consent with the participant. The 
role of the support worker was discussed as per their letter and any questions were 
answered. It was explained to the support worker that they were required to consent to 
being involved too. All support workers consented.
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2.7.5. Procedure fo r  second appointment with participant
In the second appointment, the participant and support worker (if the participant had 
requested them to be present) were asked if they wished to continue taking part in the 
research. If they did then the CEFA-EF and GCPLA were administered. If they did not, the 
session was stopped and the participant was asked for their agreement for their BADS-LD 
data to be analyzed. They were assured that their data would remain anonymous and 
confidential.
2.7.6. Procedure fo r  support workers ’ completion o f  measures
Support workers were either posted the three questionnaires (ABAS-II; GCPLA and the 
demographic characteristics questionnaire) to their work address for completion or given 
them after completion of participant testing. Support workers were asked in their 
information sheet to leave their completed questionnaires in a sealed envelope at their work 
address. Support workers also had the option of completing the measures over the phone 
with a member of the research team.
2.8. Ethical considerations
2,8.1. Informed consent
Adults with a LD are assumed to have the capacity to consent, unless proven otherwise 
(Mental Capacity Act, 2005). In the telephone call before the first appointment, a first check 
of capacity to consent was made keeping the four questions below in mind. Participants (and 
support workers) who agreed to sign the consent form were booked in to complete the testing 
procedure. In the first session, the researcher formally assessed participants’ capacity to
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consent to the research through questioning around the information sheet and consent form. 
This discussion had the aim of answering the four questions below:
1. Do participants remember the information they have been given about the research?
2. Do they understand the information?
3. Can they use the information to make the decision to consent or not?
4. Can they communicate their decision?
Participants’ consent was monitored throughout the study by asking participants at the 
beginning of each session whether they still wished to participate. At this juncture they were 
reminded of their right to withdraw from the research at any time. Testing did not begin until 
the participant and support worker had signed the consent form.
2.8.2. Anonymity and confidentiality
Services were requested to send the contact details of potential participants to the research 
team. It was organised with each service that personal identifiable information was sent by e- 
mail in a password protected document. Paper copies of personal details were stored on an 
NHS site in a locked cabinet. Personal data (name, address and telephone number) was only 
available to members of the research team. Results were stored following ‘Caldicott 
Principles’ for use of identifiable data as described in the NHS code of practice (Department 
of Health, 2003). All personal data other than names will be destroyed within three months 
of the study's completion. Only participants’ names will be stored securely in order to avoid 
recruiting the same participants in future studies. Research data will be kept for a minimum
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of ten years as stipulated by guidance from the Research Council UK (UK Data Archive,
2011). Storage of research data will be kept in an NHS site with the field supervisor.
2.8.3. Consideration o f  risks to participants and researchers 
There was the risk that participants might become tired when completing the 
assessments/questionnaires or find them hard to do, which could be upsetting. They were 
reminded throughout the research about being able to stop and have a rest at any point. The 
researcher ensured that the participant’s support worker or day services worker were aware 
of when their client was undertaking the measures so that support was available if  required. 
Further support could be obtained through the relevant Community Team for People with 
Learning Disabilities (CTPLD) if necessary. If there was concern about a disclosure or a 
person’s safety, the researcher wrote contemporaneous notes and reported it via Trust 
safeguarding procedures. If the participant chose to complete the assessments in their home 
there were potential risks associated with lone working. In order to minimise this risk 
researchers followed NHS Trust policy for lone working.
2.9. Process of gaining ethical approval
All documentation pertaining to ethical approval can be found in Appendix D. The research 
proposal was reviewed and approved by a University research panel. As the project involved 
vulnerable adults, ethical approval from the NHS Research Ethics Committee (NHS-REC) 
was required. At the NHS-REC panel meeting in January 2012 a number of amendments 
were requested. These were completed and approval to proceed was given on 17th April 
2012. Following approval from the NHS, the project was reviewed and was given permission
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to proceed by Surrey and Borders Partnership NHS Foundation Trust Research and 
Development Team. Approval was also gained from the University and the Local Authorities 
involved in the research.
2.10. Statistical analyses
Data from the forms used for recording scores from each of the variables in the study were 
entered into SPSS 20.0 for Windows (IBM Corporation, 2011). Data was computer-entered 
by honorary assistant psychologists who were part of the research team. The accuracy of the 
data entered was checked by the principal researcher. Descriptive statistics for the study 
variables were calculated and presented. The distribution of the study variables was examined 
to see how closely they approximated a normal distribution by examining histograms of each 
variable and these were considered in determining which statistical procedures to use. 
Histograms for variables can be found in Appendix E.
Pearson’s correlation coefficients were calculated to examine the relationship between 
the three lower-order cognitive EFs and overall independent community participation as 
histograms revealed normal distributions with minimal positive skew. Spearman’s correlation 
coefficients were generated to explore associations between the three cognitive EFs and each 
of the five categories comprising the overall ICP score (i.e. total number of activities in each 
category taken part in at least every three months by participants either on their own or with 
peers). Spearman’s correlation coefficients were selected rather than Pearson’s because of the 
smaller range of possible scores and more erratic frequency distributions of the scores in 
categories comprising the overall ICP score. The magnitude of effect sizes reported are those 
described by Cohen (1992) where; r = .10 to .29 is a small effect; r = .30 to .49 is a medium
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effect; r = .50 to 1.00 is a large effect. Confidence intervals were calculated for each of the 
correlations using the bootstrapping method. Analyses of power were conducted on 
significant correlation coefficients. Finally, multiple regression models were fitted to examine 
how much variation the particular tests measuring each cognitive EF explained independent 
community participation scores.
The large number of statistical tests conducted on the data will have increased the 
likelihood of making a type one error (i.e. finding a significant correlation where none exists). 
A solution would be to employ a correction method (e.g. Bonferroni) thus decreasing this 
likelihood. The process of correcting is a contentious issue with some researchers advocating 
its use (e.g. Curtin & Schulz, 1998). However, in the process of reducing type one error, the 
chances of making a type two error increase reducing statistical power (Pemeger, 1998). As a 
result, truly important differences may well be deemed non-significant. For this reason a 
correction method was not employed.
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RESULTS
3.1. Sample and participant characteristics
Eighty potential participants were identified by care providers and health and social care 
teams as eligible to take part. Fifty-eight participants took part (response rate 73%). Of the 
22 potential participants who did not take part; 15 people (68%) did not give consent to be 
contacted by a member of the research team, four people (18%) had insufficient verbal ability 
as determined through administration of the WASI and for the remaining three people (14%), 
contact could not be made. Following data collection six participants’ data could not be used. 
This was because IQ scores were above 70 for two participants suggesting they did not have a 
LD. In addition, four participants had a GAC (overall score from the ABAS-II) above 70 
meaning their adaptive functioning was not below the cut-off required for diagnosis of a LD. 
Fifty-two participants made up the sample comprising 27 males and 25 females with an age 
range between 22 and 69 years. Eighty-five participants were required to have an 80% chance 
of detecting a medium effect if  one exists. Fifty-two participants were recruited, which will 
have reduced the probability. This issue will be considered throughout the results and 
discussion sections. The nature and aetiology of participants’ LD was unknown. Carers were 
asked to state if  the participants in their care had been formally diagnosed with any psychiatric 
disorders. Although various symptoms were identified, no participants were in receipt of a 
diagnosis. Table 2 provides further details about the sample.
170
Table 2
Sample characteristics o f  participants (n=52)
Age Mean IQ 
(SD)
Range of IQ 
scores
Mean
ABAS-II
(SD)
Range of 
ABAS-II 
scores
Number of 
males
Number of 
females
18-34 59.10 55-70 59.35 20-70 11 12
(5.98) (15.11)
35-54 61.67 55-69 63.33 40-70 9 10
(4.74) (8.80)
55-74 64.56 56-69 53.14 15-70 7 3
(4.64) (19.29)
All 63 55-69 60.02 15-70 27 25
participants (9.16) (13.69)
In terms of IQ and adaptive functioning (as measured by the ABAS-II) scores it can be seen 
that participants in the sample fit the criteria for having a learning disability (BPS, 2001). 
Specifically, the range of IQ scores indicated that participants had a significant impairment of 
intellectual functioning as scores were between 55 and 70. Scores on the ABAS-II ranged 
between 15 and 70 indicating that all participants had adaptive functioning impairments.
It can be seen in Table 2 that mean IQ scores varied little between the three age categories. 
Scores on the ABAS-II were somewhat lower in the oldest age category suggesting that the 
oldest participants were also the least independent in terms of their adaptive behaviour. The 
oldest category also had the fewest participants.
171
3.2. Derivation of dependent variable -  independent community participation
3.2.1. Overall independent community participation scores
Three scores from administration of the GCPLA were generated for each participant. These 
were ICP (on own), ICP (peers) and ICP (on own + peers). Please see section 2.5 in the 
methodology for how these scores were calculated. The maximum possible score for ICP (on 
own) and ICP (peers) was 46 and the minimum was 0. Table 3 provides descriptive statistics 
for ICP scores in this sample.
Table 3
Descriptive statistics fo r  independent community participation (ICP) scores
ICP Scores (No. of different Maximum possible Range of Mean
activities in a three month score scores (SD)
period)
ICP (on own) 46 ÔÂ5 5.63 (3.82)
ICP (with peers) 46 0-11 2.49(2.97)
ICP (on own + peers) 46 0-21 8.12(5.69)
The mean number of community activities for ICP (on own) of 5.63 is almost identical to the 
original GCPLA study of 5.8 (Baker, 2000). For ICP (on own), 43 participants (82.6% of the 
sample) indicated that they took part in between one and ten activities on their own. A 
smaller proportion (six participants or 11.5% of the sample) stated they took part in eleven 
activities or more. Three participants (5.8%) did no community activities on their own.
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The mean number of community activities for ICP (with peers) of 2.49 is somewhat 
larger than the mean number of activities obtained in the original GCPLA study, which was 
1.4 (Baker, 2000). In terms of ICP (with peers), 14 participants (26.9%) did no community 
activities with peers. Twenty-five participants (48.1%) did between one and three activities 
with peers. The remaining 13 participants (25%) did between four and 11 community 
activities with peers. The main result from ICP (on own + peers) is that only two participants 
(3.8%) did no activities on their own or with peers.
Independent community participation (ICP) was the dependent variable in this study so 
its frequency distribution was examined in some detail as it had implications for the type of 
statistical procedures that could be applied. Histograms for the three variables of independent 
community participation showed an approximately bell-shaped distribution with some positive 
skew (see Appendix E). Parametric methods are robust to some non-normality so were 
chosen to analyse associations between ICP scores and cognitive EFs. For the purposes of 
comparison, non-parametric results can be found in Appendix F. In terms of analysing the 
activities score (i.e. number of participants taking part in each activity on their own and with 
peers),
3.2.2. Independent community participation fo r  each category o f the GCPLA 
The number of activities participants took part in both on their own and with peers was 
summed to give a total score for each of the five categories. Please see section 2.5 in the 
methodology for how these scores were calculated. Table 4 provides descriptive statistics.
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It can be seen from Table 4 that other than participants using facilities on their own, range 
scores indicate that participation within the other categories was low. A very small number 
made use of public services and transport regardless of whether they were on their own or 
with peers. A greater proportion made use of leisure and recreation activities on their own 
compared to those with took part with peers. Participants were more likely to take part in 
social activities with peers. In contrast, the use of facilities tended to be carried out on their 
own rather than with peers.
3.2.3. Types o f  activities frequently participated in both on their own and with peers 
The number of participants who took part in each activity was calculated. For each activity, a 
score was provided for number of participants who stated they took part in the activity on their 
own and a score for the number who participated with peers. Table 5 provides descriptive 
statistics. No further analyses were conducted on this data.
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Table 5
Number o f participants taking part in the different activities specified on the GCPLA (n=52)
Activities Total Activities Total
On own Peers On own Peers
Services Pub 7 10
Doctors 3 0 Party 2 7
Dentist 4 0 Restaurant 5 10
Transport Friend’s house 10 6
Bus 24 2 Neighbours house 3 1
Train 11 0 Social club 3 4
Taxi 9 0 Facilities
Leisure & recreation Local shop 30 1
Fair 0 2 High street shop 19 1
Museum 2 1 Post office 5 0
Watching sport 18 1 Hairdresser 18 0
Exercise 5 0 Supermarket 16 0
Cycling 2 0 Chemist 14 0
Cinema 3 8 Bank 16 1
Theatre 1 0 Place of worship 7 2
Concert 3 1 Large retail outlet 8 0
Park 10 2 Car boot sale 2 0
Social Library 9 1
Disco 1 6 Adult education/work 23 0
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Inspection of Table 5 revealed that transport appeared to be a largely solitary activity with 
46% (24 participants) of the sample regularly commuting on the bus and 21% (11 
participants) reporting travelling on the train. In terms of leisure and recreation, ‘watching 
sport’ (35% -18  participants) and ‘park’ (19% - ten participants) were the most popular 
activities to be engaged in alone. The ‘cinema’, despite being the most frequent leisure and 
recreation activity participated in with peers, was only reported by 15% (eight participants). 
Social activities tended to be participated in more with peers than alone (e.g. ‘disco’, ‘pub’, 
‘party’ & ‘restaurant’). However, social activities such as the attending the ‘pub’ or 
‘restaurant’ with peers were only indicated by just under a fifth of the sample (19% - ten 
participants). In the last section on visiting community facilities, participants appeared far 
more likely to use these on their own. The ‘local shop’ was frequented regularly alone by 
over half of the sample (58% - 30 participants). Other community facilities used by more than 
25% of adults with a LD in this sample included the ‘high street shop’, ‘hairdresser’, 
‘supermarket’, ‘chemist’ and ‘bank’. Twenty three participants (44%) were regularly 
involved in further education and/or paid employment.
3.3. Derivation of independent variables -  cognitive executive functions
Scores for the three lower-order cognitive EFs were derived from the subtests of the CEFA- 
EF and the digit span task. Information about how scores were obtained can be found in the 
methodology in section 2.4 together with an overview of which tests measured each of the 
cognitive EFs. Psychometric properties of each of the subtests can be found in Appendix B.
Completion of each test produced a total score where higher scores indicated a better 
performance. A minimum and maximum score and the range of scores for this sample were
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provided for two reasons. Firstly, it provides context for what the mean score might reflect 
and secondly, it provides an opportunity to observe any potential floor or ceiling effects, 
which is often a problem with modified or adapted tests (Ball et al., 2008). Descriptive 
statistics for each of the tests are provided in Table 6.
3.3.1. Working memory
Working memory was measured by two subtests on the CEFA-EF and Digit Span task. The 
two subtests were Tower of London and Scrambled Boxes. In terms of distribution (see 
Appendix E for histograms), scores for Tower of London showed that the majority of 
participants performed well on this task. For Scrambled Boxes, a bimodal distribution was 
present. Scores for Digit Span followed a normal distribution. No participants scored the 
minimum possible score on Scrambled Boxes and although a small percentage did for Digit 
Span and Tower of London, there did not appear to be any floor or ceiling effects in the data.
3.3.2. Cognitive flexibility
Cognitive flexibility was measured by three subtests on the CEFA-EF. The three subtests 
were Verbal Fluency, Spatial Reversal and Weigl Sorting. Scores for Verbal fluency followed 
an approximately normal distribution (see Appendix E for histograms). For Weigl Sorting 
and Spatial Reversal, a bimodal distribution was evident. For Spatial Reversal this occurred 
because nearly a quarter of participants did not score at all while a third scored the maximum 
possible score. For Weigl Sorting, nearly half of the participants scored the maximum 
possible score.
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3.3.3. Cognitive inhibition
Inhibition was measured by the Cats and Dogs subtest from the CEFA-EF. The histogram 
(see Appendix E) shows a non-normal distribution attributed to just over half of participants in 
the sample scoring the maximum available.
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3.4. Analyses relating to primary hypotheses
The primary aim of this research was to examine whether there is a relationship between 
lower-order cognitive executive functions and independent community participation in a 
sample of adults with a learning disability who reside in supported living arrangements. 
Pearson’s correlation coefficients were calculated because the ICP scores had approximately 
normal distribution. Pearson’s tests can be used because there is a requirement only one of the 
variables has an approximately normal distribution for hypothesis tests on correlation 
coefficients to be valid (Altman, 1991) and the ICP variables had an approximately normal 
distribution. However, in order to check whether correlation coefficients were robust to the 
non-normality, Spearman’s correlation coefficients were also calculated (see Appendix F), but 
did not differ markedly from the Pearson’s correlation coefficients shown below.
3.4.1. Hypothesis one: working memory and independent community participation 
Hypothesis one stated there would be significant positive correlation between 
neuropsychological tests measuring working memory and independent community 
participation. Table 7 shows an effect size classified as small (r = .29) for the significant 
positive coefficient {p = .04) between Tower of London and ICP (on own). The 95% 
confidence interval (Cl) (.11, .50) suggests the true result could potentially be a small, 
medium or large effect. In terms of ICP (on own + peers), a small effect was obtained (r =
.29) for the significant positive coefficient {p = .04) between Digit Span and ICP (on own + 
peers). The 95% Cl (.01, .54) indicates the true result could range from a non-significant to a 
large effect size. Post hoc power analyses revealed there was 56% probability of identifying
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these results. There were no significant correlations between tests of working memory and 
ICP (with peers).
Table 7
Pearson’s correlation coefficients between working memory tests and independent community 
participation (n=52)
ICP (on own) ICP (with peers) ICP (on own
+ peers)
Correlation P- Correlation P- Correlation P-
coefficient (r) values coefficient (r) values coefficient (r) values
&95% &95% &95%
confidence confidence confidence
intervals intervals intervals
Tower of .29* (.11, .50) />=.04 .09 (-.27, .30) />=.85 .21 (-.10, .45) p=.\2
London
Scrambled -.03 (.00, .16) p=.^5 .04 (-.23, .29) p ^ . l l .01 (-.31, .29) p=9S
boxes
Digit span .25 (-.01, .51) />=.07 .22 (-.04, .50) p= .\\ .29* (.01, .54) p=.04
*. Correlation is significant at the .05 level (two-tailed)
Examining the correlation coefficients (see Table 8) for each of the working memory tests and 
categories of the GCPLA which comprise the independent community participation score 
reveals a large effect size (r = .56) for the positive correlation between Digit Span and 
participants’ use of public transport on their own (p = .01). A post hoc power analysis gave a
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99% probability of finding an effect of this size. The 95% Cl (.29, .76) suggests the true 
result could lie between a small and large effect size. A medium effect size (r = .39) was also 
found between performance on ToL and using public transport alone {p = .01). Post hoc 
power analysis suggested there was an 83% chance o f finding this result. The 95% Cl (.11, 
.61) indicates the true result could be a small, medium or large effect size.
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3.4.2. Hypothesis two: cognitive flexibility and independent community participation 
Hypothesis two stated there would be significant positive correlation between 
neuropsychological tests measuring cognitive flexibility and independent community 
participation. Table 9 reveals there were no correlation coefficients significantly different 
from zero between the three measures of cognitive flexibility and the three measures of 
independent community participation.
Table 9
Pearson’s correlation coefficients between cognitive flexibility tests and independent 
community participation (n=52)
ICP (on own) ICP (with 
peers)
ICP (on own + 
peers)
Correlation P- Correlation P- Correlation P-
coefficient (r) values coefficient (r) values coefficient (r) values
&95% &95% &95%
confidence confidence confidence
interval interval interval
Verbal .14 (-.15, .40) p=.32 .01 (-.26, .28) p=.92 .10 (-.19, .37) p=.41
fluency
Spatial -.07 (-.33, .16) j9=.60 .04 (-.28, .37) p=.19 -.03 (-.30, .24) p=.S3
reversal
Weigl -.03 (-.31, .28) /?=.83 -.03 (-.33, .26) p=.%5 -.03 (-.34, .25) p=.Sl
sorting
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Examining the correlation coefficients (see Table 10) for each of the cognitive flexibility tests 
and categories of the GCPLA which comprise the independent community participation score 
reveals a medium effect size (r = .42) for a positive correlation between Verbal Fluency and 
participants’ use of public transport on their own {p = .01). A post hoc power analysis gave an 
88% probability of finding an effect of this size. The 95% Cl (.10, .66) suggests the true 
result could like between a small and large effect size. A medium effect size (r = .38) was 
also found between performance on Verbal Fluency and taking part in recreational activities 
with peers (p = .01). The post hoc power analysis showed there was an 80% chance of 
detecting this effect. The 95% Cl (11, 60) indicates the actual result could be a small, medium 
or large effect.
187
üi
Ii
e)
I
I
•s
1
1
■è'
î
I
I
I
I
I
8
§
Ë
8
§
i
i
I
§
8I
t
îc/3
f
I
s
Ic5
I
m
ON
I
I
U
m
O n
I
1
U
m
O n
I
1
U
(U
I
U
s
ü
8
ü
I
U
Io
ü
(U
Iu
S
o
oo
00
<N
<T)
es
i
VD
es
0>
01c/3
e
0>PL,
00en
00
en
ON
O
i
?
I
tN
% ,
VD
O
en
ON
O
en
M
oo
en
ONes
VD
O
8
PL,
in
00
ON
OO
OO
ON
in
O n
VOm
ON
fNm
oom
o
VO
*
*oo
cn
oo
Ph
CS
cn
00Ti­
cs
5k
S
ON
CO
CN
CS
CO
o
•g
o
00
VO
CO
oTT
<oVO
o
o
CO
CN
o
VO
o
CO
CN
o
d>
Ph
Ov
CN
VO
00
VO
o
VO
VO
CO
oo
o
CO
VO
g
VO
CN
6
(U
I
00
o
CO
Tj-
o
g
CO
(3N
CN
VO
o
CN
CO
oTT
VO
8
P h
8a,
I
•S
I
I
1cd I
Vo
•a
>
’33 o> cSuo
•ro §a
a oc
<u
e aCÜ cdu ota <u401w JSaoa "5o o
2
P u
i 'rt
u a
* ’ P*
O noo
3.4.3. Hypothesis three: cognitive inhibition and independent community participation 
Hypothesis three stated there would be a significant positive correlation between the 
neuropsychological test measuring cognitive inhibition and independent community 
participation. As shown in Table 11 the Cats and Dogs subtest was not significantly 
associated with any of the three scores of independent community participation. Table 12 also 
shows that performance on Cats & Dogs was not significantly correlated with any of the five 
categories of the GCPLA.
Table 11
Spearman’s correlation coefficients between the cognitive inhibition test and independent 
community participation (n=52)
ICP (on own) ICP (with peers) ICP (on own + peers)
Correlation / 7-value Correlation P- Correlation P-
coefficient (r) 
&95% 
confidence 
interval
coefficient (r) & value coefficient (r) & value
95% confidence 
interval
95% confidence 
interval
Cats and .22 (-.07, .47) p=.\2  .03 (-.21, .26) /7= .84  .16 (-.12, .41) p=.25
Dogs
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Table 12
Spearman’s correlation coefficients between test o f  cognitive inhibition and each o f  the 
categories o f  the GCPLA used to measure independent community participation (n=52)
Cats and Dogs
Correlation coefficient (r) 
& 95% confidence interval
/7-values
Services On own -.11 (-.38, .18) p=A5
Peers - -
Transport On own .23 (.07, .54) /7=.ll
Peers -.25 (-.44, -.09) /7=.09
Recreation On own .24 (-.04, .50) /7=.10
Peers -.02 (-.33, .26) /7=.88
Social On own -.08 (-.36, .22) /7=.61
Peers .18 (-.09, .41) p=23
Facilities On own .23 (.18, .55) p=A2
Peers -.14 (-.37, .11) p=36
Unable to calculate because no service activities were taken part in with peers
191
3.4.4. Hypothesis four: which cognitive executive functions are independent predictors o f
independent community participation?
Hypothesis four stated that the scores derived from measures of working memory, cognitive 
flexibility and inhibition will all significantly predict independent community participation. 
Multiple regression models were fitted to examine the independent and joint predictive power 
of the three lower-order cognitive executive functions hypothesized to be associated with ICP. 
Subtests measuring each of the three cognitive executive functions were entered into the 
model on the basis of the significance value of the correlation coefficient between subtest 
scores and independent community participation being less than .20. This p  value was chosen 
because it ensures that important variables which might need to be controlled for are included 
in the model and these variables might be missed if the p-value was set at a lower level 
(Kirkwood & Sterne, 2003).
For the first regression model predicting ICP (on own). Cats and Dogs (cognitive 
inhibition). Tower of London (working memory). Digit Span (working memory) met criteria 
and were entered as predictor variables. Absence of multicollinearity was assessed by 
checking variance inflation factor (VIF) and tolerance statistics. Tolerance was above .2 and 
VIF values were well below 10 meaning that assumptions of linearity and homogeneity of 
variance were met. In addition, residuals were normally distributed (as assessed via 
histogram, see appendix E7).
Using the backward elimination stepwise method, the final model explained only 7% 
of the variance in independent community participation (on own) scores. In terms of 
predictors of ICP (on own), only performance on Tower of London was a significant predictor 
(p = .04). Table 13 provides further details.
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Table 13
Summary o f hierarchical Multiple Regression analysis (backward elimination) model 
predicting independent community participation (on own) (n = 52)
Model 1 Model 2 Model 3
" b  SEB P B SËB p B SËB p
Cats & Dogs .52 .11 .07
Digit Span .14 .17 .13 .16 .16 .16
Tower of London .25 .20 .19 .28 .19 .22 .36 .17 .29
.05 .07 .07
F for change in R^ 1.94 Z84 4.60*
(p=.04)
*p <.05.
A regression model was not fitted for ICP (with peers) as there was only one predictor 
variable (Digit Span -  working memory) with a significance-value below .20 (i.e. p=A\). A 
simple linear regression model revealed that performance on Digit Span explained only 3% of 
the variance in independent community participation (with peers).
A second regression model predicted ICP (on own + peers) with tests Tower of 
London (working memory) and Digit Span (working memory). Assumptions of linearity and 
homogeneity of variance were met. In addition, residuals were normally distributed (as 
assessed via histogram, see appendix E8). Using the backward elimination stepwise method, 
the final model explained only 7% of the variance in independent community participation (on
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own + peers) scores. In terms of predictors of ICP (on own + peers), performance on Digit 
Span was a significant predictor (p = .04). Table 14 provides further details.
Table 14
Summary o f  hierarchical Multiple Regression analysis (backward elimination) model 
predicting independent community participation (on own + peers) (n = 52)
Model 1 Model 2
B SE B p B SEB p
Tower of London .19 2S  !T0 ~ ~
Digit Span .38 .24 .24 .45 .21 .29
^  [Ô6 m
F for change in 2.47 4.53*
(p=.04)
*p < .05.
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DISCUSSION
The primary objective of this research was to explore whether a relationship existed between 
cognitive executive functioning and independent community participation in a sample of 
adults with a LD. This discussion will begin by addressing each hypothesis in turn, firstly by 
outlining the main findings of statistical analyses followed by interpretation. Through 
interpretation, suggestions for future research and implications for theory and clinical practice 
will be provided. In the final section, strengths and limitations of the study will be considered.
4.1. Prim ary hypotheses
4.1.1. Hypothesis one - Relationship between working memory and independent community 
participation
Working memory has been defined as the ability to hold information in mind so that it can 
be mentally manipulated (Smith & Jonides, 1999) and is considered to be vital at every step of 
the process for achieving a pre-determined goal (Diamond, 2013). In this research, the 
cognitive EF of working memory was measured using the Tower of London (ToL), Scrambled 
Boxes and Digit Span tests.
In summary, the data revealed some positive correlation between working memory and 
the number of different activities that participants took part in every three months or more 
frequently. The ToL measure showed some correlation with ICP (on own) (small effect). 
There was also a significant correlation between working memory as measured by the Digit 
Span test and ICP (on own + peers) (small effect). The lack of correlation for ICP (peers) 
suggests that this was due to activities being largely undertaken by participants on their own.
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In contrast, correlations with the Scrambled Boxes test were all very close to zero giving no 
indication of association between ICP scores and working memory as measured by this test.
In terms of correlational analysis of working memory tests and categories of the GCPLA a 
medium effect was found for the relationship between performance on the ToL and use of 
public transport (on own). A large effect was found between Digit Span and use of public 
transport (on own). As stated in section 3.1., the power of correlational analyses to detect 
effects is reduced due to sample size. This means that imprecise estimates are more likely, 
which is evident from confidence intervals provided in section 3.4.1. Interpretations of the 
data as it is presented will be made, but these should be treated with caution.
Comparisons can be made between these results and what has been found in other 
studies. The structure and processes of working memory have been investigated in adults 
with a LD (e.g. Carretti, Belacchi & Comoldi, 2010; Edgin, Pennington & Mervis, 2010; 
Numminen et al., 2000). Although there has been no published research within the population 
of adults with a LD examining the importance of working memory for participating in 
community activities, research has investigated these variables in other relevant 
neuropsychological populations such as those with an acquired brain injury (e.g. Pema et al., 
2012) and adults diagnosed with Parkinson’s disease (e.g. Foster & Hershey, 2010).
Pema and colleagues (2012) explored the relationship between executive functioning 
and adaptive living skills in 65 adults with acquired brain injury. Strong evidence (presence 
of large effects) suggested that better functioning working memory (as measured by Digit 
Span and Letter-Number Sequencing) was associated with a greater degree of engagement in 
employment/training and independent use of public transport. The relationship between 
working memory and public transport is consistent with findings in this study perhaps
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providing further evidence for the role of working memory in the independent use of public 
transport. This conclusion is not without is caveats. Firstly, Pema and colleagues grouped 
Letter-Number Sequencing (LNS) and Digit Span under the category of working memory and 
did not report the individual test coefficients. This means the contribution of Digit Span 
performance to the two correlations is unknown making direct comparisons difficult.
Secondly, sample sizes in both studies are relatively small meaning that certainty of results is 
questionable. However, the magnitude of effect sizes for both studies would suggest a strong 
likelihood that this is an important finding.
Considering the requirements of travelling by bus or by train, the important role of 
working memory is clear. Commuters are required to hold a great deal of information in mind 
such as timetables, the correct stop or platform to wait at together with keeping in mind where 
they are and when they need to alight. These demands are often competing with the 
processing of other stimuli such as trying to find a seat, appropriate social interaction with 
other commuters and remaining aware of potential dangers. Travelling by public transport is a 
good example, perhaps compared to the other categories of the role working memory has in 
adaptively managing novel and often unexpected situations e.g. holding in mind information 
to make new plans if the bus is late or full of passengers on arrival.
Small effect sizes were obtained for relationships between working memory (measured 
by ToL) and ICP (on own) and working memory (measured by Digit Span) and ICP (on own 
+ peers). While these results are important to consider, explanations are provided under the 
proviso of limited precision to detect these effects due to reduced power. Miyake and 
colleagues (2000) propose that working memory is a lower-order cognitive EF that enables 
higher-order cognitive EFs to operate such as planning and problem solving. O f the multitude
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of models conceptualising working memory, a commonality across all models is of ‘working 
memory being a limited capacity system for the maintenance and manipulation of recently 
acquired information’ (Gillhooly, 2005, p. 71). It is widely acknowledged (e.g. Henry, 2001; 
Masoura, 2006; Swanson & Siegel, 2001) that adults with a LD have deficits with their 
working memory.
Engaging in any goal directed behaviour requires planning with the level of planning 
dependent on the complexity of the goal (Diamond, 2013). Gillhooly (2005) has suggested 
that planning involves two stages; the plan production stage, which involves creating, storing 
and evaluating possible plans to achieve a selected goal and a plan execution stage in which a 
chosen plan is retrieved from long-term memory and utilised by working memory. Using this 
process, taking part in community activities requires a plan for the series of steps that leads to 
participation followed by the execution of that plan in real-time. Gillhooly (2005) argues that 
demands on planning and therefore working memory capabilities are largely dependent on the 
nature of the goal to be accomplished. Engaging in community activities might be considered 
a complex or knowledge-rich goal due to the level of planning and background information 
required (e.g. how I will travel to the activity? what time do I leave? what money do I need?). 
In contrast, knowledge-lean goals require no specialist background knowledge (Gillhooly, 
2005).
These types of goals are typically measured using laboratory based tests such as the 
ones employed in this research. Research has consistently demonstrated (e.g. Allen, 1999; 
Harkes, Brown & Horsburgh, 2013) that support from carers is important for enabling people 
with a LD to engage in the activities of everyday living. For these reasons, perhaps one 
explanation for why only small effects were found between working memory measures
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(knowledge-lean) and participation in community activities (knowledge-rich) might be that 
participants received support in the plan production stage thus minimising the load on working 
memory. This support could have led to the planning process becoming knowledge-lean 
rather than knowledge-rich. Further research is required to elucidate what occurs prior to 
actual participation. Research may need to be conducted that examines, in detail, the planning 
process and what supervised support might be provided beforehand that participants do not 
take into account when identifying activities as independently participated in. This could 
involve interviewing support staff and their clients or could take the form of spending an 
extended period of time with participants and asking them to explain or record their process 
‘in-the-moment.’
Returning to the topic of working memory functioning and ICP within the categories 
of the GCPLA, only two correlations with a good degree of evidence were obtained. Given 
the role of working memory, stronger effect sizes might have been expected. The lack of 
evidence may lie in the nature of activities participated in. It has been suggested that adults 
with a significant LD often have routines of specific activities that vary little week by week 
(e.g. Dusseljee, Rijken, Cardol, Curfs & Groenewegen, 2011). Given that cognitive EFs are 
considered to have a significant role in enabling the individual to successfully manage novel 
situations, it can be suggested that engaging in familiar and routine orientated community 
activities will also reduce the demand on working memory processes. In order to explore this 
further, researchers could interview participants of this study in order to clarify how familiar 
and routine each activity they participated in was. Those activities identified as being part of a 
well-practised routine could be removed and the subsequent data re-analysed.
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There are clinical implications for working memory potentially having an important 
role in adults with a LD using public transport alone. For example, research has shown that 
computerised training can improve working memory (e.g. Morrison & Chein, 2012).
Although concerns about the methodological rigour of studies investigating the effectiveness 
of computerised training have been raised (see Shipstead, Redick & Engle, 2012), the benefits 
to working memory appear to be maximised for those people with general EF deficits 
(Karbach & Kray, 2009). On a more day-to-day basis there are a number of suggestions that 
could be made to support workers and family members that could facilitate successful use of 
public transport alone for those with impaired working memory functioning. For example the 
use of visual prompts and phone call reminders or texts could help in completing the various 
steps of using public transport.
The final result to consider is the null findings between performance on Scrambled 
Boxes and ICP scores. Scrambled Boxes is considered to be a test of visuo-spatial working 
memory (Griffith, Pennington, Wehner & Rogers, 1999) and has been used to primarily assess 
executive functioning in children. Willner and colleagues (2010) concluded, following factor 
analysis of the CEFA-EF on 40 participants with a LD that Scrambled Boxes reflected a 
working memory factor which was why Scrambled Boxes was included in this study. 
Scrambled Boxes may not have been significantly associated with ICP because although it 
may have a working memory component, it may actually measure other neuropsychological 
abilities such as maintaining visual attention or eye tracking ability due to the need for 
watching the boxes being randomly assorted. Although visuo-spatial working memory may 
be assessed under controlled conditions by Scrambled Boxes, perhaps the test does not tap the 
performance of visuo-spatial memory under the real-life conditions in which community
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participation occurs. The null finding may also have resulted because of the lack of power to 
detect any relationship.
4.1.2. Hypothesis two - Relationship between cognitive flexibility and independent
community participation 
Cognitive flexibility is concerned with the ability to change perspectives spatially (i.e. 
imagining what something might look like from a different angle), to change how an issue is 
thought about and to adjust to changed demands. Cognitive flexibility was measured using 
Verbal Fluency, Spatial Reversal and Weigl Sorting tasks.
In summary, correlations between Verbal Fluency, Spatial Reversal and Weigl Sorting 
and the three ICP scores were close to zero suggesting no relationship exists between 
cognitive flexibility and independent participation in community activities with or without 
peers. Although it is possible that statistical power was not sufficient to detect any significant 
relationships. Examination of the five categories that comprised ICP scores revealed medium 
effect sizes between performance on Verbal Fluency and using public transport alone and 
engaging in recreational activities with peers.
In terms of comparisons with previous research, Pema and colleagues (2012) obtained 
medium effects for associations between the WCST (Wisconsin Card Sorting Test) and 
community participation subscales of employment/further training (medium effect) and public 
transport (medium effect). Findings from this study are consistent with what they found in 
regards to public transport. Despite using different measures to measure community 
participation and cognitive flexibility, both studies obtained a medium effect suggesting this is 
an important finding. In another study, Cahn-Weiner and colleagues (2002) reported a
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medium effect between a Word Fluency test and a measure of community activities in daily 
living (Lawton and Brody Measure of Activities of Daily Living; LB-MADL) in older people. 
However, direct comparison is not possible because the measure of community participation 
administered was completed by a support worker.
In this study, the more verbally fluent a participant was, the greater number of 
recreational activities they took part in with peers and the greater their use was of public 
transport alone. Although Verbal Fluency primarily assesses semantic fluency (rather than 
phonemic fluency), performance on this task has been shown to be a good indicator of 
cognitive executive functioning (see Salthouse, Atkinson & Berish, 2003). Perhaps one 
reason why Verbal Fluency was associated with using public transport unaccompanied may 
lie in increased confidence for coping with unexpected changes in the usual routine of making 
use of public transport. Taking a bus or train rarely involves the need for verbal abilities such 
is the automated nature of public transport systems. However, there will be inevitably 
situations when flexible verbal skills are required to solve an unexpected problem (e.g. losing 
travel card on the train and only realising when needing to pass through the barriers).
However, research with other populations has shown that other intrinsic attributes work in 
unison with verbal fluency abilities. These include sustained attention and linguistic skills 
(Jena, 2013), which future research would need to consider further.
One reason for why better verbal fluency ability was associated with recreational 
activities may be that a certain level of verbal ability is likely to be important for taking part in 
recreational activities with peers (i.e. to start and maintain friendships). However, it could 
also be hypothesised that verbal ability would be important for participation in other activities, 
such as those comprising the social and facilities categories. There was some evidence to
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indicate relationships, but there is difficulty in detecting having confidence in the precision of 
these estimates due to insufficient statistical power.
The other two tests of cognitive flexibility, Weigl Sorting and Spatial Reversal were 
not significantly correlated with any of the categories of the GCPLA or with the three ICP 
scores. Weigl Sorting and Spatial Reversal are tests of cognitive flexibility within the visuo- 
spatial domain. However, it is highly unlikely that this domain is not important for achieving 
independent community participation. It is more likely that statistical analyses did not have 
sufficient power to identify associations between performance on these tests and ICP.
In terms of future research for the hypothesis related to the level of confidence 
potentially providing one explanation for the association between semantic verbal fluency and 
public transport (on own), a study might explore the relationship between semantic verbal 
fluency ability and self-efficacy for a variety of tasks including using public transport. As 
described earlier, other attributes would need to be considered such as attention and linguistic 
skills. There does appear to be an important role for verbal fluency ability and enabling 
independent community participation whether it be using public transport alone or taking part 
in recreational activities with peers. However, interpretations should be considered tentative 
due to the small sample size and the lack of consideration given to other hypothesised factors 
important in verbalising including attention and self-efficacy. Therefore, the implications of 
these findings are that further research is required within the population of adults with a LD 
before implications for clinical practice can be proposed.
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4.1.3. Hypothesis three - Relationship between cognitive inhibition and independent
community participation 
Cognitive inhibition is defined as the ability to automatically control attention in order to 
focus on what stimuli are relevant for completion of goal directed behaviour while ignoring 
competing information (Diamond, 2013). In this research, cognitive inhibition was measured 
using the Cats and Dogs test.
In summary, no significant association was identified between performance on Cats 
and Dogs and the three ICP scores. The absence of a relationship is consistent with research 
by Viscogliosi and colleagues (2011) who did not find an association between performance on 
a Stroop test and participation in activities of older adults who had experienced a stroke.
One reason for the lack of association may again be due to reduced statistical power in 
finding any association. A second hypothesis concerns the theory that the cognitive EF of 
inhibition may be just one component of a wider system of inhibitory control that includes 
both cognitive inhibition, that is inhibitory control of attention (selectively attending and 
focusing on what we choose) and self-control (Diamond, 2013). Future research would seek 
to measure all components in this system with measures standardised for use with adults with 
a LD in order to explore if inhibitory control is associated with community participation. 
Finally, cognitive inhibition was assessed using only one test. A broader range of tests may 
have found a relationship. It may also be the case that although Cats and Dogs is an adapted 
Stroop based test, the test either does not measure cognitive inhibition in people with a LD or 
that successful performance does not reflect the way cognitive inhibition functions in the real 
world of community participation.
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4.1.4. Hypothesis four  - Predicting independent community participation 
The first regression model attempted to explore how much of the variance in ICP (on own) the 
predictor variables Cats & Dogs (cognitive inhibition), Tower of London and Digit Span 
(working memory) explained. Although the final model comprising the ToL explained just 
7% of the variance, working memory functioning, as measured by ToL did significantly 
predict ICP (on own). The second regression model investigating the predictor variables of 
ToL and Digit Span revealed that performance on Digit Span explained 7% of variance in ICP 
(on own + peers). Working memory (measured by Digit Span) significantly predicted ICP (on 
own + peers). There was no evidence that cognitive EFs predicted ICP (peers). The finding 
that only 7% of the variance in ICP (on own) and ICP (on own + peers) scores was predicted 
by working memory requires explanation together with consideration of other predictor 
variables not examined in this project which might explain the remaining variability.
Previous research suggests that a number of environmental factors and personal 
attributes of the adult with a LD are important in facilitating community participation. These 
include social competence and adaptive functioning (Kozma et al., 2009; McConkey, 2007), 
personal goal setting (McConkey & Collins, 2010), accommodation type (McConkey, 2007) 
and prior experiences of discrimination (Emerson et al., 2008). A future direction for research 
could examine these variables together with the three cognitive EF predictors in order to 
elucidate their contribution to the variance of the three ICP scores. Furthermore, additional 
analysis could be conducted on IQ and adaptive functioning data collected in this project.
In terms of executive functioning, this study examined cognitive EFs and their 
association with the goal-directed behaviour of engaging independently in community 
activities. The cognitive EFs investigated in this study are considered to reflect the ‘cold’
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aspect of executive fimctioning. Research on ‘cold’ EFs has often been criticised for failing to 
take into account ‘hot’ EFs (Barkley, 2012). These ‘hot’ EFs are largely responsible for 
regulating emotion, behaviour and motivation in order to facilitate achievement of a pre­
selected goal. Examination of these ‘hot’ EFs may shed light on how these other aspects of 
executive functioning might independently predict ICP. An examination of the available 
literature revealed no research examining ‘hot’ EFs and how they might associate with 
community participation in any population. However, research has examined the link 
between ‘hot’ EFs and engagement in problematic behaviours, for example, offending 
behaviour (De Brito et al., 2013), substance misuse (Moreno-Lopez et al., 2012) and child 
abuse (Fontaine & Nolin, 2012). In summary, this research appears to suggest that ‘hot’ EFs 
such as emotion regulation, affective states and motivation are strongly associated with these 
behaviours. It can be hypothesised that engaging in certain community activities is decided 
based on their likelihood of providing some type of emotional and/or physical reward. 
Subsequently, these rewards will influence the magnitude of motivation for making efforts to 
participate. It can be argued that in order to do this abilities are required that go beyond the 
‘cold’, rational, cognitive executive processing. Future research is therefore required to 
elucidate the predictive role of ‘hot’ EFs in the area o f community participation with adults 
with a LD. It has been suggested that self-regulation abilities are best assessed through 
observational methodologies (Kochanska, Philibert & Barry, 2009). The environment could 
be ‘engineered’ in order create a real-world situation in which participants are required to 
delay gratification or to temporarily experience frustration. Observations and ratings of 
behaviour and motivation to continue could then occur. However, this may be difficult to do 
for ethical reasons and the need for participants to give informed consent; if  participants are
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aware of what is going to happen their behaviour may be different compared to truly novel 
situations.
4.2. Strengths of the research
This research can be considered a first step in providing an assessment of cognitive EFs and 
how they associate with ICP in adults with a LD. This is important because despite social 
policy aimed at improving community participation there is some research to suggest that 
levels of community participation have not improved (Baker, 2007; Emerson et al., 2008). 
Previous research with other populations examining cognitive EFs and community 
participation has reported a mixed picture. However, a recurring problem of previous studies 
is that they fail to separate out whether adults are supported or not to participate. This has 
made it difficult to interpret the importance of cognitive EFs on participation. This study has 
successfully addressed this problem by focusing only on those activities undertaken 
unaccompanied or with peers, without carer support. This has enabled clearer interpretations 
to be made about the role of cognitive EFs.
A second strength is the more comprehensive testing of working memory and 
cognitive flexibility. Many studies have tended to use a single measure for assessing a 
particular cognitive EF (e.g. the WCST for cognitive flexibility or Serial Set Task for working 
memory). Other than cognitive inhibition (for which only one test appeared to be suitable for 
use in the adult LD population), cognitive flexibility and working memory have been 
examined using three tests. The advantage of this is that each test has focused on different 
modalities in which stimuli are presented. For example, working memory was assessed within 
both the auditory and visuo-spatial domains while cognitive flexibility was measured from
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both a verbal and non-verbal perspective. This has allowed firmer conclusions to be made 
about the role of working memory and cognitive flexibility in community participation.
4.3. Limitations
4.3.1. Sample size
One limitation of this research is the sample size obtained, which resulted in a study with a 
lower power than was originally planned for. The a priori power calculation indicated that a 
sample of 85 would be sufficient (Miles & Shevlin, 2001) to accurately detect medium effect 
sizes in terms of correlation coefficients and the amount of variation explained by the 
regression model. Despite 80 potential participants being identified, 52 made up the final 
sample meaning only tentative interpretations are possible because of the limited power to 
detect small and medium effect sizes. Every attempt was made to secure additional 
participants, which included undertaking presentations of the research aims and objectives to 
care providers and widening the radius in which care providers were located.
As noted at the beginning of the results section a large number of correlation 
coefficients were computed in order to comprehensively address hypotheses. This had the 
potential to increase the likelihood of type one error (finding a significant correlation where 
none exists) giving another reason why significant correlations must be treated with caution. 
A Bonferroni correction was considered, but the correction is known to increase the 
probability of making a type two error, which reduces statistical power. Given the already 
limited power to detect small and medium effect sizes the correction was not used.
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4.3.2. Measuring cognitive executive functions
A second limitation concerns the method of assessing cognitive EFs. Cognitive EFs have 
been traditionally measured using laboratory style tests and while these do have some validity, 
an often levied criticism relates to poor ecological validity (i.e. scores do not reflect abilities in 
everyday situations). For this reason, it may have been useful to have included a measure of 
everyday executive functioning such as the DEX questionnaire. This is particularly so given 
that the DEX has been shown to predict community participation where other cognitive EFs 
such as working memory have not (e.g. Foster & Hershey, 2010). However, the DEX has yet 
to be normed for use with an LD population. Measuring EFs in a sample of adults with a LD 
is difficult because there are no batteries that have been validated for use with this client 
group, as described in section 2.4.1. This is a limitation and it may have been appropriate to 
have validated a battery measuring cognitive EFs prior to beginning this research. Instead 
efforts were made to select tests (other than Digit Span that has published psychometric 
properties for use with a LD population) that had been used with this population before and 
had produced published findings. Purely focusing on cognitive EFs does not comprehensively 
assess the spectrum of executive functioning. However, this decision was made for two 
reasons. Measuring ‘hot’ EFs (e.g. self-regulation, motivation) in adults with a LD is 
problematic (discussed in section 1.7.6.) and there is a lack of measures available. The BADS 
is currently in the process of being validated for use within the LD population. This would be 
a useful first step at identifying the role of ‘hot’ EFs for people with a LD participating 
independently in community activities.
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4 3 3 . Assessing independent community participation
A  final limitation concerns the GCPLA and the breadth and appropriateness of available 
activities to select fi-om. A very recent meta-analysis (published after data collection) which 
reviewed the use of community participation measures for people with disabilities, found that 
the GCPLA, among others, did not offer a comprehensive enough range of activities (Chang 
et al., 2013). Future research using the GCPLA will need to address this issue. Two 
adaptations can be recommended. Firstly, the questionnaire might be adapted to ask more 
questions about the routine nature of participants’ engagement in their chosen activities (i.e. 
were activities the same each day and/or week). This would enable further examination of the 
hypothesis that cognitive EFs were not associated with the majority of the categories because 
participants tended to participate in the same activities each time reducing demands on 
cognitive EFs. A second suggestion is when participants identify activities undertaken with 
peers it would be useful to know more about their peers, such as the number of peers they do 
the activity with, whether they have a LD and information about whether the peer lives with 
them and what role they play in the activity (i.e. did the peer decide the activity/day/time etc). 
This information would be useful to help with understanding why ICP (peers) was not 
associated with cognitive EFs.
Despite these limitations, this study provides a first attempt into establishing whether a 
relationship exists between cognitive executive functions and ICP. Intact working memory 
and cognitive flexibility as measured by Verbal Fluency are possibly important attributes for 
enabling participation in community activities such as making use of public transport and 
recreational activities without supervised support. However, further research is required to 
elucidate the role of supervised support during the planning process, identify just how novel
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the activities participants engage in are and to examine the importance of other individual 
factors on ICP such as IQ, adaptive functioning and other types of EF such as those 
responsible for coordinating emotional and behavioural regulation. Where appropriate, it is 
important for these future research studies to have sufficient statistical power to make precise 
estimates so that more convincing interpretations of the data can be made. This will enable 
more confident recommendations to be made for how individual processes might be addressed 
in order to improve ICP amongst adults with a learning disability.
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APPENDICES
6.1. Appendix A: Information about measures
A l - Overview o f the WASI
The WASI is a brief measure o f intellectual ability for people aged between six and 89 
years and was chosen to provide a general estimate of IQ in order to ensure that 
participants in the sample met the intellectual impairment criteria for diagnosis of a LD (i.e. 
IQ below 70; BPS, 2001). The two-subtest (Vocabulary and Matrix Reasoning), as 
opposed to the four-suhtest version was chosen for two reasons. Firstly, time constraints 
were an issue throughout the design due to ethical concerns around the risks of over-testing 
in terms of distress and consequences o f fatigue on results. Secondly, only a Full Scale IQ 
(FSIQ-2) was required for the analysis, which the two-subtest version provided. It took 
approximately 15 minutes to administer.
In terms of psychometric properties, the WASI has been subjected to various 
reliability and validity tests (The Psychological Corporation, 1999). In reference to the 
two-subtest version, test-retest reliability for Vocabulary and Matrix Reasoning was .90 
and .77. Inter-rater reliability for Vocabulary was .98. The WASI is considered to have 
excellent content validity as the four subtests chosen to represent Verbal and Performance 
indices had the largest ‘g ’ loadings of all Wechsler Adult Intelligence Scale-Third Edition 
(WAIS-III; Wechsler, 1997) suhtests. Construct validity was checked by carrying out 
correlational studies between WASI subtests and WAIS-III IQ composites. Correlations 
between Verbal/Performance Indices on the WAIS-III (VIQ & PIQ) and FSIQ-2 (from the 
two-suhtest WASI) were .88 and .84 respectively. Clinical validity was assessed through
231
administering the WASI (four subtest version) to a sample o f 119 individuals, diagnosed 
with either a mild or moderate LD and to adults with Down’s syndrome. The results 
supported diagnoses with the mean FSIQ-4 being 63, 55 and 56 for people with mild LD, 
moderate LD and Down’s syndrome respectively. The FSIQ-4 data for this clinical group 
can be considered comparable with the two-subtest version of the WASI as the inter­
correlation for the FSIQ-2 and FSIQ-4 was .94 (PsychCorp, 1999).
A2 - Overview o f the ABAS-II
The ABAS-II is a questionnaire based assessment completed by an informant who knows 
the person with a LD well enough to comment on their everyday living skills. In this 
research this was the participant’s support worker. The ABAS-II provides a total score 
called the General Adaptive Composite, which is norm-referenced. The measure was 
selected in order to provide a score that indicated participants’ level of adaptive behaviour 
to ensure they met the criteria for a diagnosis o f a LD (i.e. GAC below 70; Harrison & 
Oakland, 2003). It took approximately 20 minutes to complete. For the adult rater forms, 
the ABAS-II has excellent internal consistency (.97), good test-retest (two weeks) 
reliability (.89) and inter-rater reliability (.89). Comparisons have been made with other 
measures of adaptive and everyday functioning revealing the ABAS-II to have good- 
excellent convergent and content validity (Harrison & Oakland, 2008).
The ABAS-II includes 10 skill area scores (Communication, Community Use, 
Functional Academics, Health and Safety, Home or School Living, Leisure, Self-Care, Self- 
Direction, Social, and Work). The ABAS-II has four domain composite scores (Conceptual, 
Social, Practical, and General Adaptive Composite or GAC).
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Sample items for each skill area are: Communication -  speaks clearly; Community Use 
-  finds the restroom in public places; Functional Academics -  counts fi-om 1 to 20; Health and 
Safety -  carries scissors safely; Home or School Living -  sweeps the floor; Leisure -  invites 
others home for fim activity; Self-Care -  washes hands with soap; Self-Direction -  controls 
temper when disagreeing with fiiends; Social -  says “please” when asking for something;
Work -  performs tasks at work neatly; and Motor -runs without falling.
Communication, Functional Academics, and Self-Direction skill areas comprise the 
Conceptual domain. Social and Leisure skill scores combine to make the Social domain. Self- 
Care, Home or School Living, Community Use, Health and Safety, and Work comprise the 
Practical domain. The Work skill area is optional for adults and for youth of working age. Also, 
there is a Motor skill area that is part of the GAC for young children, but it is not part of any of 
the domain scores.
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A3 - Overview o f measures used in study
Measure Session
completed
in
Administration
time
Completed by Variable(s)
measured
WASI I 15 minutes Participant IQ
BADS-LD I 60 minutes Participant Cognitive
executive
functioning
CEFA-EF 2 45 minutes Participant Cognitive xecutive 
functioning
Digit Span -  
Forwards and 
Backwards
2 5 minutes Participant Working memory
GCPLA 2 &3 ^ 20 minutes Participant & 
support worker
Social inclusion
ABAS-II 3^ 20 minutes Support worker Adaptive
functioning
Demographic
questionnaire
3^ 5 minutes Support worker Range of variables^
^Refers to measures completed after formal testing between researcher and participant. 
^Refers to variables such as age, gender, number of hours that support is provided and if the 
support is given one to one or with other clients at the same time.
A4 - Description o f cognitive EF subtests
Cognitive flexibility was measured using the Verbal Fluency, Spatial Reversal and Weigl
Sorting tests from the CEFA-EF. For the Verbal Fluency test participants were required to
name as many animals as they could within one minute. Points were given according to
234
number categories i.e. score one point if  the participant named between three and six 
animals in one minute. The maximum possible score on this subtest was five points.
For the Spatial Reversal test a coin was hidden under one of two boxes. The 
participant was asked to choose the box in which they thought the coin was hidden. After 
making a choice a screen was erected, which acted as a visual barrier between the 
participant and the boxes. After approximately five seconds the screen was removed and 
the participant was given the same instructions as before. Once the participant had 
successftilly selected the correct box four consecutive times, the location of the coin was 
reversed. The reversal phase was scored. A maximum of seven points were available if  the 
participant correctly located the coin within the first two attempts and then made the 
correct decision a further four times. Points were lost every time the participant made an 
incorrect choice. The participant could only begin the reversal phase if they had 
successfully learnt the rule in the first phase i.e. located the coin four consecutive times.
Weigl Sorting required participants to sort coloured shapes into piles ‘that go 
together’. They were then asked to ‘make piles differently’. A maximum of five points 
were given if the participant was able to shift without prompting. On each occasion where 
a prompt was required the participant lost a point. If five prompts were required then the 
task was stopped and the participant was given explicit instructions about how to complete 
the task.
Cognitive inhibition was measured using the Cats & Dogs test from the CEFA-EF. 
Participants were asked to name 16 pictures o f a ‘cat’ and a ‘dog’ presented in a certain 
order. They were then shown the same order of pictures again, but were asked to say ‘cat’
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when shown a picture of a dog and vice versa. Points were given for correct reversal with 
the maximum score available being 16.
Working memory was measured using the Tower of London and Scrambled Boxes 
tests from the CEFA-EF and the backwards Digit Span subtest from the WMS-III.
For the Tower of London task participants were provided with an apparatus which had 
three coloured balls on three pegs. Their task was to move the balls one at a time to make a 
pattern demonstrated to them by the administrator. Four problems were provided, each graded 
in terms of difficulty. The maximum score was 12, which comprised three points for each 
correct step over the four problems. Participants lost a point (maximum of three points on 
each problem) every time they made an incorrect step.
The Scrambled Boxes task required participants to locate coins hidden in three and 
then six visually distinct boxes (total of nine boxes over two trials). Points were gained for 
locating the coins. After each coin was found all of the boxes were moved into different 
positions. Nine points were available for finding the nine coins and an extra bonus point was 
given in each trial for finding the coins without making a mistake (i.e. selecting a previously 
chosen box). Therefore, the maximum score available was eleven.
For Digit Span, participants were given a list of numbers starting with two digits and 
were asked to repeat those numbers back to the administrator. Two lists with the same 
quantity of numbers were provided on each trial and in order to proceed to the next trial 
(where the list increased by one number to be remembered) the participant had to successfully 
repeat the numbers back on at least one of the trials. On the forwards task, participants had to 
repeat the numbers from first to last i.e. as they heard them. On the backwards trial they were
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required to repeat the digits from last to first number. Each part of the test carried a maximum 
of 14 available points; therefore the total possible score was 28.
A5 - Description o f  subtests that comvrise the BADS-LD
Subtest and Executive 
Function Assessed
Description
Rule shift cards: Participants were presented with red and black cards. Responses 
were determined by rules attached to each colour e.g. when a red 
card is shown the participant should say “«o In the second test, the 
procedure was the same but the rule changed. There were six trials 
for each test and two practice trials. This suhtest was timed.
Action programme: Participants were instructed to remove a cork from a tube without 
touching the cork or the tube. Removal of the cork required the 
participant to use other materials provided. This subtest was timed 
and participants were given hints about how to progress every 2 
minutes until completion.
Key search: Participants were asked to imagine that someone has lost their keys 
in a field. They were asked to use a pen to draw a continuous line to 
represent how they would search for the keys. This subtest was 
timed, but participants were told they could take as much time as was 
necessary for them to be confident they would find the keys.
Temporal judgment: Participants were asked to guess how long they thought it would take 
to do a number of everyday activities e.g. “/zow long does it take to 
put shoes on?'’’
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Supermarket map: Involved plotting or following a route through a map of a 
supermarket that did not contravene a set of rules. Their score was 
based on successful implementation of their plan. Penalties were 
imposed for rule breaks and lack of speed.
Modified four 
elements:
Participants had 5 minutes to thread beads and cotton reels onto 
pieces of string. Their score was based on the number of different 
tasks attempted. Penalties were imposed for rule breaks and for 
sharing time unequally between tasks.
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A6 - Items on the GCPLA
T H E  G U E R N S E Y  C O M M U N I T Y  P A R T I C I P A T I O N
A N D  L E I S U R E  A S S E S S M E N T
CLIENT:
AGE:
DATE:
SEX:
Overleaf is a list of potential activities or contacts clients may have access to.
For each activity, please look at the separate list of definitions.
Please indicate by a number in the column labelled FREQUENCY how often they do this:
NUMBER DEFINITION
0 Never
1 Very occasionally
2 3 monthly or more frequently
3 Monthly "
4 Weekly "
5 Daily "
Please indicate by a number in the column labelled SUPPORT whether they usually are:
NUMBER DEFINITION NOTES
1 Supervised Supervised =
Either
The onus of choice and control lies with carer.
Or
A major part of the carer’s attention is concerned with 
vigilance for the individual.
Or
A combination of the two
2 With carers, hut not 
supervised
Carer = relative or paid member of staff
3 Unaccompanied -
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With a peer group Peer Group = includes all those who do not fulfil 
criteria of carer. If carer present rate as I or 2.
For those activities that are seasonal, e.g. beach, try to reflect how often the person would do this 
at the appropriate time of year.
0 = Never, 1 = Very occasionally, 2  =  Quarterly or more frequently, 3 = Monthly, 4 = Weekly, 5  = Daily
1 = Supervised, 2 -  Accompanied, 3 = Alone, 4 =  Peer group
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A C T I V I T Y FREQUENCY SUPPORT
A. SERVICES
Doctor (GP)
Dentist
Hospital
Police
B. PUBLIC TRANSPORT
Bus
Train
Taxi
Boat
Aeroplane
C. INDOOR LEISURE
Craft
Games
T.V.
Videos
Music (Listen)
Music (Play)
Pets
D. LEISURE, SPORT & RECREATION
F air/Fete/F estival
Museum/Art Gallery
Sport (Participation)
Sport (Spectator)
Exercise/Aerobic Class
Cycling
Cinema
Theatre
Concert
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A C T I V I T Y FREQUENCY SUPPORT
Park
Beach
Walking
Holiday
Swimming
Sailing
DIY
Gardening
E. SOCIAL
Disco
Pub
Party
Restaurant/Cafe
Friend's House
Neighbour's Home
Social Club (Integrated)
Social Club (Segregated)
F. FACILITIES/AMENITIES
Local Shoo
High Street Store
Post Office
Hairdresser
Supermarket
Chemist
Bank/Building Society
Place of Worship
Large Retail Outlet
Jumble/Car Boot Sale
Library
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A7 - A copy o f  the demo2ravhic questionnaire
€  UNIVERSITY OF
#  SURREY
Executive functioning and social inclusion of adults with learning 
disabilities residing in supported living
Support Worker Information Questionnaire
Department o f Psyehology 
University o f Surrey 
Guildford, Surrey 
GU2 7XH UK
Chris Marshall
Trainee Clinical Psychologist
c.marshall@surrey.ac.uk
Dear support worker, please answer each question by circling the most appropriate answer.
Support Worker Name
Client Name
Is your client aged between? 18-24
25-34
35-44
45-54
55-64
65-74
75 or over
Is your client male or female? Male
Female
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Has your client been diagnosed with any 
mental health problems? If yes, please write it 
in the box.
How long have you been supporting this 
client?
What hours of support does your client receive 
each day?
Monday
(Please indicate the times of support next to
Tuesday
each day e.g. Monday -  9.30am to 12pm) Wednesday
Thursday
Friday
Saturday
Sunday
Do you provide support to other clients at the 
same time as supporting this client? If yes, 
how many?
How many clients do you have on your 
caseload that you provide support to?
Please write next to each day what your client 
does (e.g. Wednesday -  Attend a day centre 
9.30am-3pm)
Monday
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Some examples might be:
Tuesday
Voluntary work 
Attend a day centre 
Adult education e.g. college
Wednesday
Paid work 
Leisure activities
Thursday
Friday
Saturday
Sunday
THANK YOU FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE.
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6.2. Appendix B: Psychometric properties of measures
CEFA-EF:
The Verbal (semantic) Fluency subtest has excellent interrater reliability (r = .9) 
(Ross, 2003). It has good correlation with the Boston Naming Task (Henry, Crawford 
& Phillips, 2004), which is another measure of verbal functioning. It is considered to 
have good ecological validity as semantic word fluency is considered to he predictive 
of real-life communication skills as measured by the Nijmegen Everyday Language 
Test (Doeshorgh, Dippel, van Harskamp, Koudstaal & Visch-Brink, 2002). This task 
has been used to examine executive functioning in adults with learning disability (e.g. 
Ball et al., 2008; Rowe et al., 2006; Willner et al., 2010), but does not have established 
psychometric properties for this client group at this time.
The Cats and Dogs Task was derived from the day-night stroop-like task (Gerstadt, 
Hong & Diamond, 1994) and has been used in studies examining executive 
functioning in young children (e.g. Diamond & Taylor, 1996; Simpson, Riggs & 
Simon, 2004). Stroop based tasks have been shown to be highly effective measures of 
selective attention and inhibition (Strauss, Sherman & Spreen, 2006). This task has 
been used to examine executive functioning in adults with learning disability (e.g. Ball 
et al., 2008; Rowe et al., 2006; Willner et al., 2010), but does not have established 
psychometric properties for this client group at this time.
Weigl Sorting Test has acceptable validity for use in the general population. For 
example, Tamkin and Kunce (1982) have shown that it has construct validity in terms 
of being able to discriminate shifting problems between able and neurologically 
disabled adults. It has also been used to clinically assess executive dysfunction
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(Hobson, Meara & Taylor, 2007). Although this task has been used to examine 
executive functioning in adults with learning disability and has been subject to factor 
analysis (e.g. Willner et al., 2010) it does not have psychometric properties for a 
learning disabled population.
The Tower of London has adequate published psychometric properties for assessing 
executive functioning within the general population. For example, in terms of the 
tasks potential to assess planning ability, it had satisfactory split-half reliability (r = 
.72), internal consistency {a = .69) and was able to discriminate between high and low 
achieving participants (Kaller, Unterrainer & Stahl, 2012). This task has been used to 
examine executive functioning in adults with learning disability (e.g. Ball et al., 2008; 
Rowe et al., 2006; Willner et al., 2010), but does not have established psychometric 
properties for this client group at this time.
The subtests of Spatial Reversal and Scrambled Boxes have been used to assess 
executive functioning in children (Espy, Kaufniann, McDiarmid, & Glisky, 1999; 
Ewing-Cobbs, Prasad, Landry, Kramer, & DeLeon, 2004; Griffith, Pennington,
Wehner & Rogers, 1999; Hughes, 1998). This task has been used to examine executive 
functioning in adults with learning disability (e.g. Ball et al., 2008; Rowe et al., 2006; 
Willner et al., 2010), but does not have established psychometric properties for this 
client group at this time.
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6.3. Appendix C: Documentation used in procedure
Cl - Information sheet for potential participants UNIVERSITY OF
SURREY
Executive functioning and social inclusion of adults with 
learning disabilities residing in supported living
Department o f Psychology 
University o f Surrey 
Guildford, Surrey 
GU2 7XH UK
Chris Marshall
Trainee Clinical Psychologist
c.marshall@surrev.ac.uk
Dear.
Hello, my name is Chris Marshall and I work with 
people with a learning disability. I am studying at 
Surrey University and would like some help with my 
work there.
I will be working as part o f a team so there will be 
someone else helping me
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Why do we want to meet with vou?
We want to find out about how  you think about 
things.
We would also like to find out how you work things 
out and how this helps you plan your activities.
We w ill also use our findings to tell us i f  our tests o f  
thinking and planning are working well.
I w ill also meet with your support worker to find out 
about some o f  the things you do during the day and 
how w ell you look after yourself.
What happens to what I sav and do?
I w ill make notes about what you say and do.
I want to write about what you say later.
I w ill keep what you say private and safe. This means 
that I w ill not use your name.
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I will only tell your support worker or care manager if 
you discuss any problems with us.
Do I have to make a decision?
It is up to you whether to have a meeting with me.
You can say ‘No’ or,
You can say ‘Yes’
. C D
What if I say no?
If you say no then that is fine.
It is ok if you do not want to take part. You do not 
have to give a reason.
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nWhat if I say yes?
We will arrange to meet you two times
We will ask you some questions.
We will ask you to do some games that are a bit like 
puzzles, which we hope you will enjoy doing.
The puzzles are not painful. You will not be asked to 
do anything that will hurt or put you at risk.
Your support worker will be with you while you 
complete the games.
Some of the games might be difficult.
You can STOP the meeting at any time.
Your support worker will be with you to help if you 
find the games difficult and feel concerned.
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What happens -~û
Please think ab(
UNIVERSITY OF
I will telephone you in about two days’ time to ask 
you whether you have decided YES or NO.
You are welcome to call me if you want to ask any 
questions.
My telephone number is
Yours sincerely,
Chris Marshall
Trainee Clinical Psychologist
Supervised by:
Dr Nan Holmes
Consultant Clinical Psychologist
Clinical Director, Psych.D Clinical Psychology Training Programme, Surrey University
Dr Karen Dodd
Consultant Clinical Psychologist
Associate Director for Specialist Therapies -  Learning Disabilities 
Surrey and Borders Partnership NHS Foundation Trust
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C2 -  Information sheet for recruitment
Executive functioning and social inclusion of adults with 
learning disabilities residing in supported living
Department o f Psychology' 
University o f  Surrey 
Guildford, Surrey 
GU2 7XH UK
Chris Marshall
Trainee Clinical Psychologist 
c.marshall@surrey.ac.uk
Dear.
Executive functioning and social inclusion
Introduction
We would like your help in recruiting participants for a research study. People with Learning 
Disabilities (LD) are significantly more at risk of social exclusion leading to greater frequency 
and intensity of mental health problems. Given the current drive towards supported living, the 
issue of social exclusion is a pertinent one. Much is suspected with regards to the causes of 
social exclusion in this client group (e.g. lack of employment, poverty and impact of stigma), 
However, it is possible that it is difficulties that the person with a learning disability has such 
as in executive fiinctioning that also impact on social exclusion. Executive functioning is the 
ability to plan and problem solve and engage in social behaviour.
Participants
We are looking for participants who have a learning disability and are in a supported living 
arrangement and who can communicate verbally. Participants must be over 18 and not have a 
diagnosis of autism or dementia.
We would like you to think of anyone who might be suitable, tell them about the research and 
then ask their permission for us to send them some information. This will comprise an easy- 
read information sheet and a consent form. We will contact you again to find out if they would 
like to participate in the research. If they would, we will arrange a meeting with them to 
answer any questions about the research and complete the consent form.
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What is required of participants?
The participant will be asked to complete three assessments with the researchers, a brief test 
of intellectual functioning, tests of executive functioning, memory and attention, and a 
questionnaire re their social activities. This will take place over two sessions of about an hour 
each. Their keyworker will also be asked to complete three questionnaires about the 
participant’s social functioning which will take about thirty minutes in total. The test of 
intellectual functioning will be completed first in order to check on verbal ability. If this 
reveals difficulties with verbal communication, no further assessments will be carried out and 
the participant’s involvement in the research will end.
Who is doing this research?
The research is being carried out by Chris Marshall as part of his training to become a 
qualified clinical psychologist. He is studying at the University of Surrey. He is supervised by 
Dr Nan Holmes and Dr Karen Dodd who are both Consultant Clinical Psychologists in 
Learning Disability Services. Chris will be supported by an Assistant Psychologist.
Are there any risks involved?
It is possible that the person with a learning disability may become tired when completing the 
assessments and/or questionnaires or find them hard to do. This could be upsetting. 
Participants will be advised throughout the research that they can stop at any point.
Their support worker will need to be present during the two sessions to support participants if 
they become upset. For this reason they will also need to give their consent in addition to the 
participant.
Are there any benefits involved?
We cannot promise, but it is possible that the person with a learning disability may like to feel 
helpful or useful. Many people also enjoy the assessments as they are like games. It is hoped 
that the research will assist services in terms of planning appropriate living arrangements and 
support for people with learning disabilities.
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How will the results be used?
It is hoped that the research will be published in a relevant journal and be of use to people 
working in learning disability services. Publications will not identify anyone who took part in 
the study.
How will participants’ information be kept?
The researchers are employees of the NHS and as such, will be working with the same rules of 
confidentiality and data protection as other NHS employees. The researchers will not have 
access to medical files. Completed assessments and questionnaires will be kept for ten years 
in a locked filing cabinet (location to be decided). The assessments and questionnaires will 
not identify the client as a coding system (securely kept by the researchers) will be employed. 
Any electronic files will be password-protected.
What happens if the researcher is concerned about anybody’s safety?
If any concerns are raised during the research, the researchers will follow that locality’s multi­
agency safeguarding procedures.
What if there are any problems?
You can talk to the researchers if  you have concerns about any aspects of the research. In the 
first instance, you can email the principal researcher: c.marshall@surrev.ac.uk
If you wish to make a formal complaint, please contact the Patients Advice and Liaison 
Service (PALS) or the Primary Care Complaints Lead on 01372 216203 or email 
sarah. elliott@sabp .nhs .uk
What now?
Firstly, thank you for taking the time to read this information. If you have any questions 
please contact me at c.marshall@sun ev.ac.uk or call on 07973 183 693.
If you are happy with what I have explained in this information sheet please could you have a 
think and discuss with your team who might be suitable to participate in this research. Once 
you have talked to possible participants and gained their consent for us to contact them, please 
could you send us their contact details in a password-protected word document. I will then 
call you for the password to the Word document. Doing it this way ensures protection and
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confidentiality of personal information. If I have not heard from you within two weeks of this 
information sheet being sent I will contact you to discuss further. If your service does not 
want to take part I would appreciate it if  you could let me know by phone or e-mail.
ONCE AGAIN, THANK YOU FOR TAKING THE TIME TO READ THIS
INFORMATION.
Yours sincerely,
Chris Marshall
Trainee Clinical Psychologist
Supervised by:
Dr Nan Holmes
Consultant Clinical Psychologist
Clinical Director, Psych.D Clinical Psychology Training Programme, Surrey University
Dr Karen Dodd
Consultant Clinical Psychologist
Associate Director for Specialist Therapies -  Learning Disabilities 
Surrey and Borders Partnership NHS Foundation Trust
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C3 -  Participant and support worker consent form
f  UNIVERSITY OF
-  SURREY
Executive functioning and social inclusion of adults with learning 
disabilities residing in supported living
Department o f Psychology 
University o f Surrey 
Guildford, Surrey 
GU2 7XH UK
Chris Marshall
Trainee Clinical Psychologist 
c.marshall@surrey.ac.uk
Dear.
Before taking part in this study and doing the 
games, you will need to give your consent.
Giving consent means you agree to take part.
Before giving your consent please have a 
look at the questions on the next page.
I can help you with the questions if you want. 
I can read the questions to you, and explain 
what they mean.
Your support worker will also be giving their 
consent to take part in the study.
X Please put a tick in either the ‘yes’ or ‘no’ box below each question.
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Do you understand your information sheet?
Yes No
Have you asked any questions about the 
study?
Yes No
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Do you understand you can STOP the 
meeting at anytime?
Yes No
If I get upset, the name of the person I would like to support me is:
Participant Consent Support Worker Consent
My name...........................................................  My name..........................
My signature...................................................... My signature....................
Date..................................................................  Date..................................
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WE LOOK FORWARD TO MEETING WITH YOU SOON TO DO SOME 
GAMES AND PUZZLES AND ASK YOU SOME QUESTIONS!
Yours Sincerely
Chris Marshall
Trainee Clinical Psychologist
Supervised by:
Dr Nan Holmes
Consultant Clinical Psychologist
Clinical Director, Psych D Clinical Psychology Training Programme, Surrey University
Dr Karen Dodd
Consultant Clinical Psychologist
Associate Director for Specialist Therapies -  Learning Disabilities 
Surrey and Borders Partnership NHS Foundation Trust
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C4 - Feedback letter to participants
UNIVERSITY OF
SURREY
Executive functioning and social inclusion of adults with learning uXStyof su^y °
disabilities residing in supported living gu2^ 7xh ^
Chris Marshall
Trainee Clinieal Psychologist
c.marshall@surrey.ac.uk
7231
5
# 1 3
Dear X,
Thank you again for your help with my 
project.
We wanted to find out about how you think 
about things.
We also wanted to find out how you work 
things out and how this helps you plan 
your activities.
When we met with you we did some 
puzzles together and you answered some 
questions.
We are writing now to tell you about what 
we found.
261
***Information about what was found***
Yours sincerely,
Chris Marshall
Trainee Clinical Psychologist
Supervised by:
Dr Nan Holmes
Consultant Clinical Psychologist
Clinical Director, Psych D Clinical Psychology Training Programme, Surrey University
Dr Karen Dodd
Consultant Clinical Psychologist
Associate Director for Specialist Therapies -  Learning Disabilities 
Surrey and Borders Partnership NHS Foundation Trust
262
6.4. Appendix D: Ethical approval documents
D1 - Apyroval to yroceed to ethics avvlication from devartmental research panel 
Minutes from Major Research Project Proposal Review Meeting
Trainee Name: Chris Marshall
Review Date: 14.11.2011
Reviewers: Bob Patton and Mary John
University
Supervisor: Nan Holmes
Project Title:
Investigating a relationship between executive functioning and social inclusion in 
a sample of people with learning disabilities residing in supported living
Overall Assessment: An ambitious project that seeks to explore an important area in elinical psyehology. It 
is good that this projeet will build on a previous trainees work in providing a normative 
sample for further validation of a new measure of exeeutive funetioning in a learning 
disability client group. No coneems about the rationale or research question, but there 
are number of issues that require elarifieation partieularly around the conditions under 
which an assistant psychologist will provide support for colleetion of data.
Rationale: No eoneems
Research
Question(s):
No eoneems
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Design: 1. The proposal states that only people with mild LD will be seleeted for the 
study. The panel had eoneems about this inelusion criterion beeause of the 
diffieulty in knowing exaetly what the severity of LD is as care managers (and 
others) may deeide elients meet criteria based on judgement rather than results 
of a cognitive assessment, which may not have taken plaee. Suggestions from 
the panel ineluded eonsidering the eriteria set out by WHO, consulting the 
previous trainees thesis on whieh part of this project proposal is based for the 
criteria they used and eheek with care managers (and others) if a eognitive 
assessment had been earned out on clients they deem suitable for inelusion in 
this projeet.
2. To eonsider/check if care workers will have time alloeated within their shifts to 
eomplete their measures? How will I identify those care workers (e.g. where 
English is not their first language, for example) that may need support to 
complete their measures? Will I be present when care workers eomplete their 
measures?
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Ethical Issues: If something emerges within the data (i.e. results that are indieative of early-onset 
dementia) who will I inform? My answer to this question was that I would raise 
eoneems with both my university and field supervisor. The panel also suggested that I 
consider ineluding what I would do with eoneems of this nature in the information 
sheet.
Anticipated / 
Practical Difficulties:
1. The panel expressed coneems about the feasibility of this project as my power 
analysis suggests that I will need a sample of 80. I advised the panel that I had 
been offered the support of an assistant psychologist by my field supervisor. 
The panel strongly advised that I seek clarification of how much support I 
would receive, would I need to provide training on measures or would my field 
supervisor organise this? The panel suggested that because I would be 
planning to begin data colleetion around summer time of 2012,1 should speak 
to my field supervisor about the potential for being supported by a 3’’^ year 
psyehology undergraduate who would be beginning a 30 week plaeement.
2. The panel notieed that aeeording to my GANTT ehart I was planning to begin 
data analysis before finishing data colleetion. The panel suggested that I alter 
my plans so that analysis begins after data eollection presumably due to the 
issue of prior analysis influeneing later testing.
Other Comments: USE ADDITIONAL BOX BELOW.
Review Outeome: RT to tiek: Proposal Given a Favourable Opinion 0  
Proposal not Given a Favourable Opinion D
RT Signature: Date: 21/11/2011
RD Signature: '  f  &
Date: 28.11.11
Minutes from Major Research Project Proposai Review Meeting
Trainee Name: Chris Marshall
Reviewers: 14.11.2011
University Supervisor: Nan Holmes
Project Title:
Investigating a relationship between executive functioning and social inclusion in 
a sample of people with learning disabilities residing in supported living
Additional Comments:
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1. Me to check with the year 3 timetable for availability of study days for research
2. Me to follow-up with field supervisor about support from an assistant psychologist
3. As data collection will involve a fair amount of travel, me to check with Charlotte about 
claiming travel expenses
4. In my proposal I made it clear that my plan was to discuss the project with the service 
user advisor within the department. It was pointed out by the panel that this person, 
while very knowledge, does not have lived experience of being a LD service user. I 
advised the panel that there are two LD service users who work in the department on my 
current LD placement. I will consult with them in the next 4 weeks.
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D2  -  Opinion letter from NHS-NRES committee
mm
Health Research Authority
NRES Committee London -  Surrey Borders
17 April 2012
Mr Chris Marshall
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS Foundation
Trust University of Surrey
Department of Psychology, AD
Building Guildford
GU2 7XH
Dear Mr Marshall
Study Title:
REC reference:
Is there a relationship between executive functioning 
and social inclusion in a sample of people with learning 
disabilities residing in supported living?
12/LO/0502
The Research Ethics Committee reviewed the above application at the meeting held on 11 
April 2012. Thank you for attending to discuss the study.
Documents reviewed
The documents reviewed at the meeting were:
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Document Version Date
Investigator CV 08 March 2012
Letter from Sponsor 08 July 2011
Other: Dr Nan Holmes (Academic Supervisor CV) 20 February 2012
Other: Letter to Support Workers I 08 March 2012
Other: Feedback Letter to Participants 1 08 March 2012
Other: Client Information Questionnaire 1 08 March 2012
Participant Consent Form 1 08 March 2012
Participant Information Sheet 1 08 March 2012
Participant Information Sheet: Recruitment 08 March 2012
Protocol 1 16 October 2011
REC application IRAS 3.4 08 March 2012
Referees or other scientific critique report 14 November 2011
Provisional O pinion
The Committee asked whether the key /support worker would be present whilst the 
participant was conducting the tests and you confirmed this would be the case. Members 
commented that this was not clear in the information sheet. The Committee asked what 
would be done i f  a participant became distressed during tests and it was explained that 
participants would be referred within the service.
The Committee commented that the information sheet was simple and well laid out. It was 
explained that in the sentence 'if I'm worried about you or someone else's safety' the word 
worry could be misconstrued and it could be re-worded to 'if you discuss any problems with 
us....'.
Members queried the use o f  the thumbs up, thumbs down image as it can be seen to have 
negative connotations. Dr Dodd confirmed that the use o f  this image was standard practice.
The Committee agreed that the sentence 'tests that are a bit like puzzles' could cause 
participants to be nervous as test can be seen as difficult and suggested that 'which 1 hope 
you w ill enjoy doing' was added in. It was suggested that the word test could be removed to 
just state 'games', 'puzzles' or 'activities'.
Members commented that the inclusion o f  a raffle was unnecessary and that with the large 
sample size it was more likely to cause disappointment. It was agreed to remove reference to 
the prize draw.
Members queried whether the key worker would be there with the participant to help explain 
the information sheet and consent form and it was confirmed that the support workers would  
be present.
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Members questioned whether it is a fact that social exclusion leads to mental health problems, 
and it was explained it was one o f  the factors and that it has been shown that social exclusion  
causes mental health issues not the other way round.
Members questioned how long the tests would take to go through and you confirmed that 
there would be two sessions lasting up to 60 minutes and that breaks would be integrated into 
the sessions. It was explained that the tests had discontinuation rules when the participants 
began making too many mistakes. The Committee queried how long a break would be given  
between the two sessions and it was confirmed there would be one week in-between.
The Committee asked whether the key worker would be filling the questionnaire out 
separately as it would be important to give the participant support when completing their 
questionnaire, it was confirmed this would be the ease. Members queried whether the 
participants would know that the support worker was also completing the questionnaire and it 
was confirmed this was explained in the information sheet. The Committee enquired whether 
the support worker could influence the answers given and it was explained that the support 
worker would be there to help communicate, not provide information and that they would be 
told that it could be the participants state something that is not true, but that they would be 
given their own chance to answer.
The Committee enquired how they would know i f  someone is at the lower end o f  the spectrum 
and whether the participants have already had assessments. It was explained that most services 
know where the participant is on the spectrum according to the care package they are being 
given. Members queried what would be done i f  it was discovered that an individual was not 
receiving the care they needed and Dr Dodd explained that you would talk to the service i f  you  
found an individual whose needs were not being provided for.
The Committee enquired how the researcher would assess the capacity o f  the participant and 
what would be done i f  capacity levels changed. It was confirmed that assessing capacity 
would be an ongoing requirement and that this would be once again observed and addressed 
before the beginning o f  the second session.
The Committee queried the three predictors used and it was confirmed that these were IQ, the 
result o f  the exeeutive function test and the adaptive behaviour assessment system. It was 
commented that as all the predictors were continuous measurements, it would be unlikely to 
see extreme outliers but i f  these were seen they may be valid and so should not be removed.
The Committee is unable to give an ethical opinion on the basis o f  the information and 
documentation received so far. Before confirming its opinion, the Committee requests that 
you provide the further information set out below.
The Committee delegated authority to confirm its final opinion on the application to a meeting 
o f  the sub-committee o f  the REC.
Further information or clarification required
1. The consent form should state the word 'consent' and give clear instruction about
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completing the yes/no parts.
2. The Committee request the following clarifications and changes to the participant 
information sheet:
a. The information sheet should make it clear that the key/support worker w ill be 
present during the 'tests/puzzles'.
b. The Committee agreed that opposite the sad face on the information sheet the 
sentence is re-written to explain that the support worker w ill be present and change 'sad' to 
'anxious' or 'feel concerned'.
c. It was agreed that in the sentence 'if I'm worried about you or someone else's safety' 
the word 'worry' could be misconstrued and it could be re-worded to 'if you discuss any 
problems with us....'.
d. Members considered that the sentence 'tests that are a bit like puzzles' could cause 
participants to be nervous and suggested that 'which I hope you will enjoy doing' was added 
in. It was also agreed the word test could be removed to just state 'games', 'puzzles' or 
'activities'.
e. References to the prize draw should be removed.
3. The Committee request the following alterations to the recruitment information sheet:
a. In the introduction change the sentence to 'more at risk o f  social exclusion'.
b. Remove the word 'environmental'.
4. In the information letter to the support worker change the sentence on page 2 to '....any
finding m avbe o f  great interest ' and that information will be kept for up to 10 years, as
stated on the recruitment information sheet.
5. The questionnaires to be used during the study should be submitted for review.
6. The support worker should also sign the participants consent form agreeding to the study.
7. Confirmation o f  the line o f  communication with the organisation/point contact with 
whom to liaise in the event o f  issues arising following completion o f  the surveys regarding 
aparticipants care package/level o f  support.
I f  you w ould find it helpful to discuss any o f the m atters raised above or seek further  
clarification from  a m em ber o f the C om m ittee, you are w elcom e to contact Canon Chris 
Vallins d o  Rachel Bell 020 3311 7294.
When submitting your response to the Committee, please send revised documentation where 
appropriate underlining or otherwise highlighting the changes you have made and giving  
revised version numbers and dates.
I f  the committee has asked for clarification or changes to any answers given in the 
application form, please do not submit a revised copy o f  the application form; these can be 
addressed in a covering letter to the REC.
The Committee will confirm the final ethical opinion within a maximum o f  60 days from 
the date o f  initial receipt o f  the application, excluding the time taken by you to respond 
fully to the above points. A  response should be submitted by no later than 15 August 
2012 .
M em bership o f  the Com m ittee
The members o f  the Committee who were present at the meeting are listed on the attached 
sheet.
Statem ent o f com pliance
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The Committee is constituted in accordance with the Governance Arrangements for Research 
Ethics Committees and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK.
Name Profession Present Notes
Mrs Wendy Brooks Stroke Nurse Consultant No
Mr Derek Cock Chief Pharmacist Yes
Dr Jeff Corne Retired Pharmacologist No
Mrs Anne Davies Chief Pharmacist Yes
Mr Eddy Digman Retired Local 
Government & Personnel 
Consultant
Yes
Mr Dominic Fairclough Solicitor Yes
iS^ ’^ è^dance  : Consultant Paediatrician No
Mrs Anne Laurie Lecturer in Clinical 
Communications
Yes
Dr Rosemary O'Neil Statistician Yes
Mrs Rebecca Quayie Solicitor No
Dr Nazira Sumar Clinical Scientist/ Head 
of Research and 
Development
Yes
Canon Christopher Vallins Regional Chaplaincy 
Adviser
Yes
Dr Hervey Wilcox Consultant Chemical 
Pathologist
No
Name Position (or reason for attending)
Rachel Bell Acting Co-ordinator
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D3  -  NHS-NRES ethical approval letter to vroceed
03 May 2012
NHS
Health Research Authority
NRES Committee London - Surrey Borders
Charing Cross Hospital 
Research Ethics Committee (REC) Centre Charing Cross 
Room 12, 4th Floor West 
Fulham Palace Road, 
London, W6 8RF
Telephone: 020 3311 0106
Mr Chris Marshall 
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS Foundation Trust 
University of Surrey
Department of Psychology, AD Building 
Guildford, GU2 7XH
Dear Mr Marshall
Study title: Is there a relationship between executive functioning
and social inclusion in a sample of people with iearning 
disabilities residing in supported living?
REC reference: 12/LO/0502
Thank you for your letter of 20 April 2012, responding to the Committee’s request for further 
information on the above research and submitting revised documentation.
The further information was considered in correspondence by a sub-committee of the REC. 
A list of the sub-committee members is attached.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below.
Ethical review of research sites
NHS sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see "Conditions of the favourable opinion" below).
Non-NHS sites
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host orcanisation prior to
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the start of the study at the site concerned.
Management permission ("R&D approvai") shouid be sought from all NHS organisations 
involved in the study in accordance with NHS research governance arrangements.
Guidance on applying for NHS permission for research is available in the Integrated 
Research Application System or at http://www.rdforum.nhs.uk.
Where a NHS organisation’s role in the study is limited to identifying and referring potential 
participants to research sites ("participant identification centre"), guidance should be sought 
from the R&D office on the information it requires to give permission for this activity.
For non-NHS sites, site management permission shouid be obtained in accordance with the 
procedures of the relevant host organisation.
Sponsors are not required to notify the Committee of approvals from host organisations
It is the responsibility of the sponso r to  ensure  that all the conditions are complied 
with before the start of the study or its initiation at a particular site (as applicable).
Approved docum ents
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
Investigator CV 08 March 2012
Letter from Sponsor 08 July 2011
Other: Dr Nan Holmes (Academic Supervisor CV) 20 February 2012
Other: Feedback Letter to Participants 1 08 March 2012
Other: Client Information Questionnaire 1 08 March 2012
Other: Information letter for support worker 2 16 April 2012
Participant Consent Form 2 18 April 2012
Participant Information Sheet: Participant 2 16 April 2012
Participant Information Sheet: For recruitment 2 16 April 2012
Protocol 1 16 October 2011
Questionnaire: Support worker information questionnaire
Questionnaire: The Guernsey Community Participation and Leisure 
Assessment
Questionnaire: ABAS II
REC application IRAS 3.4 08 March 2012
Referees or other scientific critique report 14 November 2011
Response to Request for Further Information 20 April 2012
Statem ent of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees and complies fully with the Standard Operating Procedures for 
Research Ethics Committees in the UK.
After ethical review
Reporting requirements
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The attached document “After ethical review -  guidance for researchers” g\ves detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
• Notifying substantial amendments
• Adding new sites and investigators
• Notification of serious breaches of the protocol
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
Feedback
You are invited to give your view of the service that you have received from the National
Research Ethics Service and the application procedure. If you wish to make your views
known please use the feedback form available on the website.
Further information is available at National Research Ethics Service website > After Review 
12/LO/0502_____________________ Please quote this num ber on all correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
■N
P P \
Dr ^
Chair
Email: rachelbell3@nhs.net
Copy to: Mr Gienn Moulton
Ms Dorrie Mystris, Surrey and Borders Partnership NHS Foundation 
Trust
NRES Committee London - Surrey Borders 
Attendance at Sub-Committee of the REC meeting on 01 May 2012 
Committee Members:
Name Profession Present Notes
Mrs Anne Davies Chief Pharmacist Yes
Canon Christopher Vallins Regional Chaplaincy 
Adviser
Yes
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D4  -  R&D gyproval letter from Surrey and Borders Partnership NHS Foundation Trust
Surrey and Borders Partnership
NHS Foundation Trust
Chris Marshall
Trainee Clinical Psycholr i^st
University of Surrey
Department of Psychology
AD Building
Guildford
GU27XH
11 2012
Dorrie Mystris 
R&D Facilitator 
RIdgewsod Centre 
Old Bisley Road 
Frimtey 
-Surrey GUIS 9QE
Tel: 01276605597 
  Fax; 01276605559
Email: Dorne,Mystris@sabp.nhs,uk
Dear Chris 
Re:
SABPR^
RECReA
Is there a relationship between executive functioning and social
inclusion In a sample of people with learning disabilities residing In
supported living
SBP149
12/LO/0502:
Thank you for i^bmiKmg M ^ e  ^  to the above study for Trust R&D
approval.
I write to confirm that the study has full Trust approval We also acknowledge the amendment to 
NRES dated 12 June 2012 for this project The approval granted relates only to the specific 
protocol V.1 dated 16 October 2011 and related documents as set out in the NRES letter dated 03 
May 2012.. Any deviation from these documents will be deemed to invalidate this approval. The 
study must be conducted according to the Department of Health Research Governance 
Framework for Health and Social Care at htfp://www.dh.aov.uk. All material accessed In the Trust 
must by treated in accordance with the Data Protection Act (1898), The NHS Code of 
Confidentiality and Cafdicott Principals.
Responsibiiities:
It is the responsibility of the Chief Investigators to ensure that the study is carried out in 
accordance with the protocol and the National Research Ethics Service (NRES) approval. 
Amendments, including extending the project to other Trust sites, may require further approval. All 
amendments should be submitted following NRES procedures and copies, including the favourable 
opinion, sent to the Trust R&D Office.
The sponsor and / or the principal investigator must take appropriate urgent safety measures in 
order to protect research participants against any immediate hazard to their health or safety. 
Notification of any such action must be submitted to the relevant authorities and the R&D Office as 
agreed in the ietter of agreement between the sponsor and the Trust.
Hampshire 
County 
Council S U R R E YCOUNTY COUNCIL
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The project must be completed within the timescale a s  set out in the Ethics application. If the 
project continues out of the timescale agreed, new permission{s) must be sort and obtained.
The Chief investigator is to comply with the monitoring arrangements of the Trust by submitting 
quarterly reports.
All publications relating to the study, and a final report for this project to be sent to the Taist’s R&D 
Office. Kindly also submit a  copy of the end of project notification submitted to NRES.
All external researchers Who seek access to the Trust in relation to this study will need to obtain an 
honorary research contract by submitting a research passport, if appropriate, and be issued with a 
SABP letter of access before entering Trust premises. Researchers who have a contractual 
relationship with an NHS body should submit the relevant documentation and request a NHS to 
NHS letter of access. Applications can be accessed bn:
Http://www.ükcrc.brq7reqülationqovernance/reseàrchpassport/
All parties to farrilliarise themselves and comply With Trust R&D policies and procedures, available 
on the Trust website:
http://www.sabp.nhs.ük/aboutus/policies-and-procedures?searchterm=POLÏCiES 
Failure to comply with any of the above may result in withdrawal of Trust approval.
Please do not hesitate to contact me if you wish to discuss any aspect of this approval.
I wish you well with your study.
Yours Truly
Dorrie Mystris 
R&D Facilitator
On behalf of the R&D Office
Cc: University of Surrey -  n.ho1mes@surrev.ac.uk
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D5  -  University o f Surrey letter o f  apyroval to vroceed
Chaires Action
Faculty of Arts and Human Sciences 
Ethics Committee
Ref:
Name of Student 
Title of Project:
Supervisor 
Date of submk sion
S # 2  ( FEO- N H # R E S ) 
CHRISMARSHALL
Is there a relationship between executive 
functioning and social inclusion in a sample of 
people with learning disabilities residing in 
supported living?
DR NAN HOLMES
^ MAY 2012
The above Project has received a favourable ethical opinion from the NHS and 
expeditious favourable ethical opinion has now been granted by the Faculty of Arts and 
Human Sciences Ethics Committee.
Signed:
I Adrian Cc 
Chair
277
D 6  -  Letter o f  avvroval to vroceed from R & D  London Boromh o f  Merton
16^'March 2012
Ual%TTshy o f  Sant}' 
Department o f  Ps}%Aology
duiidford' '
Sumrv. GU2 7XH
Dear Mr Marshall
-T u ll Title o f  SOidy: h  there a  relationship between e i6 ed tn  e  functionm g and 
social inclusion in a sam ple o f  people w ith learning disabilities residing In 
supported living?
A s the Head o f  Access and Assessment, I give Mr Marshall permission to use the 
Merton Community Team for People with Learning Disabilities as a site for the 
purposes o f  his research.
Yours sincerely
Helen Cook 
Head of A ccess and Assessment, 
London Borough o f  Motion
Merton Civic C en^. London Road, Mbrdoh S W  50X Tbl: 020 B274 49Ô1 www.mëftonigov.uk
1
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D7 - E-mail from R & D  in London Borough o f Sutton eivin2 apyroval to proceed
From: Hopkinson Patrick [Patrick.Hopkinson@sutton.gov.uk]
Sent: Friday, December 14, 2012 4:16 PM 
To: Marshall CJ Mr (PG/R - Psychology)
Subject: RE: Research Project: Supported Living and Executive Functioning 
Dear Chris,
Yes, thank you for your w ell reasoned reply. I am happy for your research to go ahead. It w ill be 
important to note that the number o f  hours o f  support provided to someone w ill not correlate with the 
quality o f  the support. We have found in Sutton that targeted hours o f  support for a specific purpose is 
much more effective than more hours with little focus. You should read the Sines, Ellis and Hogard 
research into the closure o f  Orchard Hill Hospital. We have shown how the quality o f  life o f  the most 
w lnerable people can be improved by a commissioning approach based on human development 
theory. Additionally, Eric Emerson found that there was an inverse relationship between staffing levels 
and contact with people with learning disabilities. The more staff there, the less contact they have with 
their clients because they spend more time talking to each other.
Good luck with the research 
Patrick Hopkinson 
Service Manager
Adult Safeguarding, Clinical Health and Occupational Therapy
London Borough o f  Sutton
Civic Offices
St. Nicholas Way
Sutton
SMI lE A
From: Marshall CJ Mr (PG/R - Psychology)
Sent: Thursday, November 29, 2012 3:53 PM 
To: Hopkinson Patrick
Subject: RE: Research Project: Supported Living and Exeeutive Funetioning
Hi Patrick, many thanks for getting back to me, I appreciate that are very busy.
Firstly, I'm pleased that, in principle, my research approval looks ok to you. Secondly, I 
would like to take some time to address your two concerns.
1) Conceptually, I agree that solely working within the medical model is not always helpful in 
terms of addressing the needs and difficulties of adults with learning disability. However, I do 
think there are limitations to working solely within the social model such as not always 
fully taking in to account what the individual can and can't do based on their biological 
functioning. I agree that it is vital services and society adapt in a way that promotes and 
empowers independence in individuals with learning disabilities, but within the context of
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their biological and psychological functioning. For this reason, I have tried to position this 
research within a biopsychosocial model that takes into account all three models. It is true 
that my research has focused on executive functioning, but I'm also interested in accounting 
for the social factors that might provide an explanation for someone's level of social inclusion
e.g. hours of support, number of clients a support worker is responsible for, what support is 
required for various activities of social functioning.
2) If my research does indeed find a positive relationship between executive functioning and 
social inclusion after controlling for other biological, psychological and social variables then 
any recommendations made as a result of this research will certainly focus on the importance 
of assessing executive functioning at the juncture of offering a supported living placement and 
ways in which support services, agencies and care staff can offer evidence-based strategies for 
managing and/or improving the function of the executive system and the importance of doing 
this.
I hope this reply has addressed your concerns? I am of course happy to discuss further over e- 
mail or by phone.
If you are happy with this reply does this mean I have your approval to approach the learning 
disabilities team within the London Borough of Sutton?
Kind regards
Chris Marshall 
Trainee Clinical Psychologist 
University o f Surrey 
Department o f  Psychology 
Guildford 
GU2 7XH
From: Hopkinson Patrick [Patrick.Hopkinson@sutton.gov.uk]
Sent: Thursday, November 29, 2012 11:38 AM  
To: Marshall CJ Mr (PG/R - Psychology)
Subject: RE: Research Project: Supported Living and Executive Functioning
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Dear Chris,
Sorry I have not been able to respond to you sooner. I rarely have time to attend to matters 
like this. I read your research proposal, which seems fine. My only concerns are conceptual 
and on the implications.
Conceptually, locating the deficit within the individual clashes with the social model of 
disability which is (or should be) the foundation of the social services that citizens with 
learning disabilities receive. Progress was only made in improving the lives of the most 
vulnerable people in society when they were released from the confines of the medical model. 
This had identified citizens with learning disabilities as the problem and not the inability of 
services and society in general to adapt to meet their needs.
In terms of implications, the struggle in support services is to maintain a strengths-based 
approach since, unfortunately, care staff (like most people) tend to want an easy life. It is all 
too easy to hide lack of creativity, drive and motivation on the part of staff under the cover of 
the inabilities of the people they are employed to support. Is there a way that you can 
formulate a model of executive fimctioning that shows how deficits in it can be worked 
around or reduced?
Please let me know what you think. I am keen to discuss further.
Patrick Hopkinson 
Service Manager
Adult Safeguarding, Clinical Health and Occupational Therapy
London Borough of Sutton
Civic Offices
St. Nicholas Way
Sutton
SMI lEA
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6.5. Appendix E: Histograms of variables
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E4 — Cognitive EFs: working memory
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E6 — Cognitive EFs: inhibition
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E8 — GCPLA categories: Public Services (with peers)
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E l2 -  GCPLA categories: Leisure & Recreation (with peers)
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E l 6 — GCPLA categories: Facilities (with peers)
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E l 8 -Histogram o f residuals fo r  multiple regression model with dependent variable o f  ICP 
(on own + peers) and predictor variables o f  Tower o f London and Digit Span
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6.6. Appendix F: Spearman’s correlation coefficients
F I - Spearman’s Correlation coefficients between working memory tests and independent 
community participation (n=52)
ICP (on own) ICP (with peers) ICP (on own
+ peers)
Correlation 
coefficient (r)
P-
values
Correlation 
coefficient (r)
P-
values
Correlation 
coefficient (r)
P-
values
Tower of .22 p= .\\ .13 p=36 .20 p = .ll
London
Scrambled .77 p=.59 .09 p=.5A .13 p=31
boxes 
Digit span .29* /7=.04 .14 p=32 .27 p=.05*
*. Correlation is significant at the .05 level (two-tailed)
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F2 - Spearman's correlation coefficients between cognitive flexibility tests and independent 
community participation (n=52)
ICP (on own) ICP (with ICP (on own
peers) + peers)
Correlation p- 
coefficient (r) values
Correlation 
coefficient (r)
P-
values
Correlation 
coefficient (r)
P-
values
Verbal
fluency
.15 p=2% .03 /?=.85 .11 p=A3
Spatial
reversal
-.06 p=.66 .26 p=.06 .04 p=.16
Weigl
sorting
.05 p=.15 -.03 p = 3\ .02 j9=.88
F3 - Spearman’s correlation coefficients between the cognitive inhibition test and independent 
community participation (n=52)
ICP (on own) ICP (with peers) ICP (on own + peers)
Correlation ^-values 
coefficient (r)
Correlation 
coefficient (r)
P-
values
Correlation 
coefficient (r)
P-
values
Cats and 
dogs
.27* p=05 .04 /7=.78 .23 p=.\0
*. Correlation is significant at the .05 level (two-tailed)
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